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1898  Caddy,  Duvoak  Jambs,  M.D.,  4,  Earl's  Court-gardens,  S.W.  (Travelling.) 

1885  Cahill,  John,  12,  Seville-street^  Lowndes-square,  S.W. 
1893  Calby,  Hbvby  Albbbt,  M.D.,  24,  Upper  Berkeley-street,  W. 
1897  Calybbt,  Jambs,  M.D.,  86,  Queen  Anne-street,  W. 

1892  Campbbll,  Hbvby  Johnstons,  M.D.,  36,  Manningham-lane,  Bradford. 
1891  Cablbss,  Albbbt,  M.S.,  10,  Welbeck-street,  W. 

1891  Cabb,  John  Waltbb,  M.D.,  19,  Cavendish-place,  W. 

1876  Cabtbb,  Robbbt  Bbudbnbll,  31,  Harley-street,  W. 

1877  Cabson,  John  Hobnsby,  Teheran,  Persia. 

1868  CAYAFT,  John,  M.D.,  2,  Upper  Berkeley-street,  W.    (C.  1881-3.) 

1864  Cay,  Chablbs  Yidlbb,  Deputy    Surgeon-General,  25,  Newton-place, 

Glasgow. 
1863  Caylby,  William,  M.D.,  27,  Wimpole-street,  W.    (C.  1870-1,  1875-8. 
S.1872^.    V.-P.  1884-6.    T.  1888-93.) 
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1869  Chavtbbs,  Edwabd,  Eeigbley,  Yorkshire. 

1884  Chawiy,  Waylaih)  Chablbs,  M.D.»  18,  Montpellier-road,  Brighton. 
1891  CflAPLiK,  Abkold,  M.D.,  24,  Finsbury-circos,  E.G. 

1884  Chatasbs,  Thouas   Fbbdbbics,   M.D.,  CM.,  22,   Temple-row,  Bir- 

mingham. 
1879  Chxtvb,  William  Watson,  M.B.,  CM.,  F.R.S.,  75,  Harley-street,  W. 

(C  1886-7.    V.-P.  1892-3.) 
1858  Child,  Gilbbbt  W.,  Cowley  HouBe,  Oxford. 
1878  Chisholk,  Edwin,  M.D.,  Abergeldie,  Ashfield,  near  Sydney,  New  South 

Wales  [care  of  Messrs.  Dawson,  121,  Cannon-street,  E.C]. 
1865  CHUBCH,  Williah  Sblby,  M.D.,  180,  Harley-street,  W.    (C  1871-3. 

V.-P.  1894-6.) 
1868  CHUECHILL,    Fbbdxbios,    M.D.,   4,    Cranley-gardens,    Qneen's-gate, 

S.W. 
1861  CLAPTOH,  Edwabd,  M.D.,  22,  St.  Thomas's-street,  Southwark,  S.E. 
1872  Clabk,  Akdbbw,  71,  Harley-street,  W. 
1886  Clabb,  Fbanois  William,  The  Dispensary,  Newc«stle-on-Tync. 

1891  Clabkb,  J.  Jaoksox,  M.B.,  9,  Old  Cavendish -street,  W. 

1885  Clabkb,  John  Michbll,  M.D.,  28,  Pembroke-road »  Clifton,  Bristol. 

1881  Clabkb,  W.  Bbuob,  M.B.,  51,  Harley-street,  W.    (C  1892-4.) 

1875  ClUTTOH,  Hbnbt  Hugh,  M.A.,  2,  Portland-place.  W.     (C  1884-6. 

V.-P.  1892-3.) 

1865  Coatos,  Chablbs,  M.D.,  10,  Circus,  Bath. 

1885  Coats,  Josbph,  M.D.,  31,  Lynedoch-street,  Glasgow. 
1856  CoCKLB,  JOHir,  M.D.,  M.A.,  The  Lodge,  West  Molesey. 

1892  COLB,  ROBBBT  Hbkby,  M.D.,  Moorcroft,  Hillingdon,  Uxbridge. 

1886  CoLLiBB,  William,  M.D.,  62,  High-street,  Oxford. 
1891  CoLLiKS,  Edwabd  Tbbaohbb,  84,  Wimpole-street,  W. 

1888  COLUKS,  William  Job,  M.D.,  M.S.,  1,  Albert-terrace,  Regent* s-park, 

N.W. 
1878  COLLTKS,  R.  T.  PoOLB,  20,  Lingfield-road,  Wimbledon. 
1888  COLMAK,  WAJ.TBB  Staot,  M.B.,  22,  Wimpole-street,  W. 

1882  COLQUHOITK,  DakIbl,  M.D.,  Dunedin,  New  Zealand. 
1896  COKHBLL,  W.  T.,  M.D.,  Kingston,  Canada. 

1891  Cook,  Hbbbbbt  G.  Gbaham,  M.D.,  University  College,  Cardiff. 

1858  COOKB,  R.  T.  E.  BABBnrorov,  15,  St.  NichoUs-cliff,  Scarborough,  York- 
shire. 
1871  CooKB,  Thomas,  40,  Brunswick-square,  W.C 

1866  Coombs,  Rowlaitd  Hill,  Mill-street,  Bedford. 

1892  COOPBB,  C.  DiTDLBT,  London  County  Lunatic  Asylum,  Claybury,  Wood- 

ford, Essex. 
1892  COTTBBBLL,  Edwabd,  5,  West  Halkin-street,  S.W. 

1876  COTTLB,  Wtvdham,  M.D.,  39,  Hertford- street,  W. 
1861  COITPEB,  John,  80,  Grosvenor-street,  W.    (C  1870-2.) 
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1878  CouPLAND,  SiDinsT,  M.D.  (Tbbasttebb),  16,  Queen  Anne^streefc^  W. 
(C.  1878-81, 1889-91.    8.1886-8.    V.-P.  1892-8.    T.  1894— .) 

1884  Cbiohtok,  Gbobge,  M.D.,  8,  Cambridge-yillas,  Twickenham. 

1878  Cbipps,  William  Habbibok,  2,  Stratford-place,  W.    (C.  1883.5.    V.-P. 

1893-4.) 
1877  CBOCKEB,  Hbnby  Radolitfs,  M.D.,  121,  Harley-street,  W.    (C.  1887-9.) 
1866  Cboft,  John,  6,  Mansfleld-street,  W.    (C.  1870-2.    Y.-P.  1882-4.) 

1879  Cbooks,  Gbobqb  Fbbdebick,  M.D.,  2,  Edmund-street,  Birmingham. 

1886  Cbookshakb,  Edgab,  M.B.,  Saint  Hill,  near  East  Grinstead,  Sussex. 

(C.  1890-3.) 
1875  Cbobs,  Fbakois  Biohabsbok,  5,  The  Mall,  Clifton,  Bristol. 
1890  Obowlb,  Thomas  H.  Rioeabd,  56,  Harley-street,  Cavendish-square,  W. 
1889  Cuff,  Robbbt,  M.B.,  1,  The  Crescent,  Scarborough. 

1885  CuLLiNawoBTH,  Chables  Jameb,  M.D.,  14,  Manchester-square,  W. 
1871  Cumbbbbatch,  A.  Elein,  80,  Portland -place,  W. 

1873  CUBNOW,  Johk,  M.D.,  11,  Wim  pole-street.  Cavendish -square,  W.  (C. 
1882-4.) 

1893  CuBTis,  Hbnbt  Jones,  M.D.,  111,  Gower-street,  W.C. 

1884  Daeik,  W.  Radpobd,  M.D.,  B.S.,  18,  Grosvenor-street,  Grosvenor-square, 

W. 
1883  Daltok,  Nobman,  M.D.,  4,  Mansfleld-street,  W. 
1873  Dayidsok,  Alexandeb,  M.D.,  2,  Gambier-terrace,  Liverpool. 
1869  BAVIES-COLLET,  J.  Neyillb   C,  M.C,  36,   Harley-street,  W.    (C. 

1880-2.    V.-P.  1890-1.) 
1883  Datib,  Edwik  Habbt,  West  Hartlepool. 
1859  Davis,  Fbanoib  William,  R.N. 

1879  Davy,  Hbnbt,  M.D.,  29,  Southemhay,  Exeter. 

1894  Dawson,  Bbbtband,  M.D.,  46,  Finsbury-pavemcnt,  E.C. 

1889  Dban,  Hbnbt  Pbboy,  M.B.,  M.S.,  84.  Wimpole-street,  W. 

1887  DBLipiNB,  Shbbidan,  M.B.,  CM.,  258,  Oxford-road,  Manchester. 

1880  Dent,  Clinton  T.,  61,  Brook-street,  W. 

1871  DiOEiNBON,  Edwabd   Habbiman,  M.A.,  M.D.,    162,  Bedford-street, 

Liverpool. 
1858  BICKnrSOH,  William  Howship,  M.D.,  9,  Chesterileld-street,  W.    (C. 
1866-8.    S.  1869-71.    V.. P.  1872-4.    P.  1889-90.) 

1890  BICKI5805,  William  Lee,  M.D.,  9,  Chesterfield-street,  W. 

1872  DrvEB,  Ebenezeb,  M.D.,  Kenley,  Caterham-valley,  Snrrey. 

1872  DoBAN,  Alban  Hbnbt  Gbippiths,  9,  Granville-place,  W.    (C.  1882-4. 

V.-P.  1894-6.) 
1866  Douglas- Powell,  Sir  Eichabd,  Bart.,  M.D.,  62,  Wimpole-street,  W. 

(C.  1873-5, 1881-8.    S.  1877-9.    V.-P.  1887-8.) 
1893  DowsoN,  Walteb,  M.D.,  9,  Great  George-street,  Bristol. 
1877  Dbake-Bbookman,  E.  F.,  Madras  Medical  Service  [care  of  Mr.  Lewis, 

Gower-street,  W.C.]. 
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1880  Dbxsohtbld,  Julitts,  M.D.,  825,  Oxford.road,  Manchester.    (C.  1896*.) 
1896  Dbbw,  Douglas,  60,  Gower-street,  W.C. 
1879  Dbbwitt,    F.    Q.    Dawtaby,   M.D.,   2,    Mauohester-square,    W.    (0. 

1890-2.) 
1898  Dbtsdalb,  Johv  Hakvah,  M.B.,  25,  Welbeok-street,  W. 

1866  BUCKWOBTH,  Sir  Dtob,  M.D.,  LL.D.,  11,  Orafton-street,  Bond-street, 

W.    (C.1877.) 
1847  BTJBGEOV,  Bobbbt  E.,  M.D.,  58,  Montagn-square,  W. 

1871  DiTKBS,  Clbhbvt,  M.D.,  B.S.,  Sannyside,  Rugby. 

1877  DnvBAB,  J.   J.    MaoWhibtbb,  M.D.,  Hedingham    House,  Olapham- 
common,  S.W. 

1877  DUKOAV,  AirpBBW,  M.D.,  8,  Henrietta-street,  Covent-garden,  W.C. 
1889  DmiOAK,  Johk,  M.D.,  Sfc.  Petersburg. 

1884  Dnvv,  Louis  Albbbt,  M.B.,  M.S.,  The  College,  Guy's  Hospital,  S.E. 

1879  DuBHAK,  Fbbdbbic,  M.B.,  82,  Brook-street,  W. 

1893  EooLBS,  William  MoAdah,  124,  Harley-street,  W. 
1892  Eddowbs,  Alvbbd,  M.D.,  25,  Old  Burlington-street,  W. 

1880  EDKimDS,  Waltbb,  M.C,  75,  Lambeth  Palace-road,  S.E.     (C.  1892-4.) 
1882  Edwabds,  F.  Swikbobd,  55,  Harley-street,  W. 

1889  Elak,  William  Hbitbt,  New  Barnet,  Herts. 

1888  Eldbb,  Gbobgb,M.D.,  17,  Regent-street,  Nottingham. 

1867  Ellis,  Jambs,  M.D.,  Coburg-street,  Fratton^  Portsmouth,  and  California. 

1878  EvGBLMAKir,  Gbobgb  Julius,  M.D.,  A.M.,  886,  Beacon-street,  Boston^ 

Mass.,  U.S.A. 

1875  Eyavs,  JuuAir  Augustus,  A.M.,  M.D.,  128,  Finborongh-road,  Redcliife* 

square,  S.W. 

1894  Etavs,  Willmott  H.,  18,  Taviton-street,  Gordon-square,  W.C. 

1879  Etb,  Fbbdbbic  S.,  125,  Harley-street,  W.    (C.  1885-7.    V.-P.  1895—.) 

1876  EwABT,  Jambs  Cossab,  M.B.,  CM.,  F.R.S.,  School  of  Medicine,  Edin* 

burgh. 

1881  EwABT,  Sir  Josbph,  M.D.,  Montpellier  Terrace,  Brighton. 

1877  SWART,  William,  M.D.,  88,  Curzon-street,  W.    (C.  1889-91.) 
1850  Swens,  Johk,  The  Elms,  Cotham-hill,  Bristol. 

1887  Etlbs,  Chablbs  Hbbbt,  Gold  Coast  Colony. 

1889  Faibbavk,  Fbbdbbiok  Roystov,  M.D.,  Hillside,  Wettoott,  Dorking. 
1894  Fawobtt,  John.  M.D.,  24,  St.  Thomas's-street,  S.E. 

1872  Fatbbb,  Sir  Josbph,  E.C.S.L,  M.D.>  LL.D.,  F.R.S.,  16,  DeTonshire. 

street,  W.    (0.1880-2.    V..P.  1890-1.) 
1872  FBinr,  Edwabd  L.,  M.D.,  Grey  Friars,  Colchester. 

1888  Pbkwiok,  E.  Hubbt,  14,  Savile-row,  W.    (C.  1894—.) 
1872  Fbxwiok,  John  C.  J.,  M.D.,  25,  North-road,  Durham. 

1868  VEVWICX,  Samubl,  M.D.,29,  Harley-street,  W. 
1802  Fbvwiox,  W.  Soltau,  M.D.,  10,  Deyonshire-street,  W. 
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1885  Fbb&,  Chablbs,  M.D.,  M^decin  de  Bic^tre ;   Boulevard  St.  Michel,  37, 

Paris. 
1859  FiSHBB,  ALBXA]n)BS,  M.D.,  2,  Brnntsfield  Gardens,  Edinbargh. 
1897  FiSHBB,  Thbodobb,  M.D.,  26,  Pembroke-road,  Clifton,  Bristol. 
1882  FLBMiKa,  Gbobge,  C.B.,  LL.D.,  Higher  Leigh,  Combe  Martin,  North 

Devon. 

1893  Flbtohbb,  H.  Moblby,  M.A.,  M.D.,  B.C.,  98,  Harley-street,  W. 

1872  FOBBBS,  Daiqbl  Maceat,  Shoreditch  Infirmary,  204,  Hoxton-street,  N. 

1866  Foster,  Sir  Balthazab  Waltbb,  M.D.,  M.P.,  11,  George-street,  Han- 
over-square, W. 

1872  Fothbbby,  Hbnby  I.,  M.D.,  Woodthorpe  Cote,  Beigate. 

1891  FouLBBTOK,  Albxakdbb  Gbant  Bttssbll,  23,  Carlisle  Mansions, 
Victoria-street,  S.W. 

1880  FowLBB,  Jahbs  EnrasTOV,  M.A.,  M.D.,  35,  Clarges-street,  W.  (C. 
1887-8.) 

1878  Fox,  Thomas  Colcott,  M.B.,  B.A.,  14,  Harley-street,  W.    (C.  1892-4.) 
1858  Fbakois,  Chablbs  Biohabd,  M.B.,  Bengal  Medical  Establishment,  Indian 

Army. 

1886  Fbbbmak,  Hbnby  William,  24,  Circus,  Bath. 

1896  Fbbybebgbb,  Ludwig,  M.D.,  41,  Begent's-park-road,  N.W. 

1891  Fbipp,  Alfbbd  Downing,  M.S.,  65,  Harley-street,  W. 
1864  Fbodsham,  John  Mill,  M.D.,  Streatham,  S.W. 

1894  FUBNITALL,  Pbboy,  34,  Adelaide-road,  N.W. 

1893  Fyfpb,  William  Kington,  M.B.,  1,  BouUcott-street,  Wellington,  New 
Zealand. 

1880  Gabbbtt,  Hbnby  Singbb,  M.D.,  20,  Burlington-place,  Eastbourne. 
1858  Oairdner,  William   Tbnnant,  M.D.,  LL.D.Edin.,  F.B.S.,  225,  St. 
Vincent-street,  GUsgow.    (V.-P.  1891-2.) 

1890  Galloway,  Jambs,  M.A.,  M.D.,  21,  Queen  Anne-street.  W. 
1870  Galton,  John  H.,  M.D.,  Sylvan-road,  Upper  Norwood,  S.E. 

1846  GASBOD,  Sir  Alfbbd  Babing,  M.D.,  F.B.S..  10,  Harley-street,  W.  (C. 
1851.    V.-P.  1868-5.) 

1892  Gabbod,  Abchibald   Edwabd,  M.D.,  9,  Chandos-street,  Cavendish- 

square,  W. 

1879  Gabstang,  Thomas  Waltbb  Habbopp,  Headingley  House,  Knutsford, 

Cheshire. 
1872  Gabton,  William,  M.D.,  Inglewood,  Aughton,  near  Ormskirk,  Lanca- 
shire. 

1891  Gastbb,  Aughbl,  M.D.,  224,  Belsize-road,  N.W. 

1880  Gibbbs,  Hbnbagb,  M.B.,  University  of  Michigan,  Ann  Arbor,  Michigan, 

U.S.A. 
1853  GIBBOir,  Sbptimus,  M.D.,  39,  Oxford-terrace,  Hyde-park,  W. 
1878  Gibbons,  B.  A.,  M.D.,  29,  Cadogan-place,  S.W. 

1893  Gibbs,  Chablbs,  Charing-cross  Hospital,  W.C. 

1872  Gilbabt-Smith,  Thomas,  M.D.,  68,  Harley-street,  W. 
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1876  Gill,  John,  M.D.,  31,  Apsley-road,  Clifton,  Bristol. 
1881  Glynn,  Thomas  Robinson,  M.D.,  62,  Rodney-street,  Liverpool. 
1873  GODLBB,  RiCKMAN  JoHN,  M.B.,  M.S.,  19,  Wimpole-street,  W.  (C.  1877-80. 

1891-2.    8.1887-9.    V..  P.  1893-4.) 
1878  GoLDiNG-BniD,  Cuthbbst  H.,  M.B.,  B.S.,  12,  Queen  Anne-street,  W. 

(C.  1885-7.    V.-P.  1894-6.) 
1890  GooDALL,  £.  WiLBBBFOBOB,  M.D.,  Tbe  Eastern  Hospital,  Homerton, 

N.E. 
1871  GooDHABT,  Jambs  Fbbdbbio,  M.D.,  25,  Portland-place,  W.    (C.  1876-8. 

1886-8.     S.  1883-5.    V.-P.  1892-8.) 

1894  Gobs  AG  B,  Alfbbd  Milnb,  M.B.,  B.Ch.,  64,  Upper  Berkeley-street,  W. 

1875  Gould,  Alfbbd  Pbabcb,  M.S.,  10,  Queen  Anne-street,  W.    (C.  1883-5.) 
1870  GowBBS,  William  Richabd,  M.D.,  F.R.S.,  60,  Queen  Anne-street,  W. 

(C.  1878-9.    V.P.  1896— .) 
1888  Gbant,  J.  DuNDAS,  M.A.,  M.D.,  CM.,  8,  Upper  Wimpole-street,  W. 
1867  Gbbbn,  T.  Hbnbt,  M.D.,  74,  Wimpole-street,  W.    (C.  1871-3,  1878-9. 

S.  1875-6.    V.-P.  1886-8.) 

1895  Gbebn,  Chablbs  Datid,  M.D.,  Addison  House,  Upper  Edmonton. 
1873  Gbbbnfibld,  William  Smith,  M.D.,  B.S.,  7,  Heriot-row,  Edinburgh. 

(C.  1877-80.    V.-P.  1898-4.) 

1886  Gbbtbs,  Edwin  Hyla,  M.D.,  Rodney  House,  Suffolk-road,  Bourne- 

mouth. 
1892  Griffith,  William  Stoebs,  M.B.,  B.C.,  4,  Bra mham -gardens,  S.W. 

1887  Griffiths,  Josbph,  M.B.,  CM.,  16,  Panton-street,  Cambridge. 

1876  Gbiffithb,  Thomas  D.,  M.D.,  Heame  Lodge,  Swansea. 


1887  Habbbshon,  Samubl  Hbbbbbt,  M.D.,  70,  Brook -street,  W. 
1861  HACOV,  E.  Dbnnis,  269,  Mare-street,  Hackney,  N.E.    (C  1872.) 

1892  Hadlbt,  Wilfbbd  Jambs,  M.D.,  11,  Wimpole-street,  W. 
1882  Haig,  a.,  M.D.,  7,  Brook-street,  W. 

1894  Hallidib,  Andbbw  Hallidib  Smith,  M.B.,  86,  Gloucester-street,  S.W. 
1877  Hallowbs,  Fbbdbbiok  Blackwood,  Redhill,  Surrey. 
1886  Hamilton,  Datid  Jambs,  M.B.,  1,  Albyn-place,  Aberdeen. 

1890  Handfibld- JoNBS,  Montagu,  M.D.,  35,  Cavendish-square,  W. 
1886  Handfobd,  Hbnbt,  M.D.,  14,  Regent-street,  Nottingham. 

1891  Hankin,  E.  H.,  St.  John's  College,  Cambridge.     [India.] 

1882  Habbinson,  Albxandbb,  M.D.,  County  Lunatic  Asylum,  Lancaster. 
1848  HARE,  Chablbs  John,  M.D.,  Berkeley  House,  15,  Manchester-square, 
W.    (C  1852-4.    V.-P.1874-7.) 

1893  H ABLET,  Vaughan,  M.D.,  25,  Harley-street,  W. 

1872  Habbis,  Hbnbt,  M.D.,  Trengweath-place,  Redruth,  Cornwall. 
1879  Habbis,  Vincbnt  Dobmbb,  M.D.,  31,  Wimpole-street,  W. 
1868  HA&T,  Ebnbst,  38,  Wimpole-street,  W.    (C  1867-8.) 
1891  Haslam,  Willlam  F.,  33,  Paradise-street,  Birmingham. 
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1870  Hawabd,  Johk  WABBiKaxoK,  16,  Savile-row,  W.    (C.  1879-81.    V.-r. 

1890-1.) 
3886  HiWKurs,  Fbanois  Hbnbt,  M.B.,  26,  PortUnd-plaoe,  Reading. 
1890  Hawtiks,  Hbbbbbt  Penkbll,  M.D.,  109,  Harley-street,  W. 
1856  HEATH,  Chbistophbb,  86,  CavendUh-sqaare,  W.    (C.  1866-7.     V.-P. 

1879-81.) 
1892  Hbatok,  Geobgb,  M.B.,  B.Ch.,  88,  Tomple-row,  BirmiDgham. 

1881  Hbbb,  Riohabd  G.,  M.D.  (Hon.  Sbcbbtaby),  9,  Saffolk-streefc,  S.W. 

(C.  1891-3.    S.1896— .) 
1884  Hbbbbbt,  Chables  Alfbbd.    (Travelling.) 

1878  Hbllibb,  Johk  B.,  M.D.,  Headingley,  Leeds. 

1879  Hbndbbsok,  Gbobgb  Cottbtbnay,  M.D.,  Kingston,  Jamaica,  West  Indies, 
1869  Hbitslbt,  Philip  J.,  M.D.,  4^  Henrietta-street,  W. 

1884  Hebbikghaic,  Wilhot  Pabxbb,  M.D.,  13,  Upper  Wimpole-street,  W. 
(C.  1894—.) 

1892  Hbwlbtt,  Riohabd  Taknbb,  M.D.,  101,  Gt.  Rnssell-street,  W.C. 
1864  Hickman,  William,  M.B.,  6,  Harley-street,  W.    (C.  1890-2.) 

1880  Hobson,  John  Mobbison,  M.D.,  Glendalongh,  Morlaud-road,  Croydon. 
1854  HOLMES,  Timothy,  6,  Sussex-place,  Hyde-park,  W.    (C.  1862-3.    S. 

1864-7.    C.1868.    V.-P.  1869-71.) 
O.M.  HOLTHOUBB,  Cabstbn,  Bath-temtce,   Richmond.     (C.    1852-4,  V.-P. 
1874-5.) 

1878  Hood,  Donald  William  Chablbs,  M.D.,  43,  Green-street,  Park-lane,  W. 
1864  Hood,  Whabton  P.,  M.D.,  11,  Seymour-street,  W, 

1895  Hopkins,  F.  G.,  M.B.,  Guy's  Hospital,  S.E. 

1882  Hopkins,  John,  Central  London  Sick  Asylum,  Cleveland-street,  W. 

1879  HOBBOCKS,  Pbtbb,  M.D.,  Brook-street,  W. 

1883  HOBSLBY,  ViCTOB,  M.B.,  B.S.,  F.R.8.,  25,  Cayendish-square,  W.    (C. 

1888-9.) 

1896  Hobton-Smith,  PEBOiTATi,  M.D.,  B.C.,  15,  Upper  Brook-street,  W. 

1880  HOVELL,  T.  Mabk,  105,  Harley-street,  W. 

1893  HowABD,  Robbbt  Jambs  Bliss,  M.D.,  81,  Queen  Anne-street,  W. 
1875  HowsB,  Hbnby  Gbbbnway,  M.S.,  69,  Brook-street,  W.    (C.  1878-81.) 

1884  HiTDsoN,  Chablbs  Elliott  Leopold  Babton,  16,  Harley-street,  W. 

(C.  1896—.) 
1856  HUDSOH,  John,  M.D.,  11,  Cork-street,  W. 
1874  HuMPHBEYS,  Hbnby,  M.D.,  Victoria-road,  Fleet,  Hants. 

1888  HuNTEB,  William,  M.D.,  54,  Harley-street,  W. 

1852  HUT0HIVS05,  Jonathan,  F.R.S.,  15,  Cavendish-square,  W.    (C.  1856-9. 

V.-P.  1872-8, 1881-3.    P.  1879-80.) 
1882  Hutchinson,  Jonathan,  jun.,  15,  CaTendish-sqoare,  W.    (C.  1889-91.) 
1884  HuTTON,  Hbnby  Richmond,  M.B.,  8a«  St.  John-street,  Manchester. 

1889  HY8LOP,THBOPHiLn8  Bitlxblby,  M.D.,  CM.,  Bethlem  Convalescent  Hos- 

pital, Witley,  Surrey. 

1880  iNGBAM,  Ebnbst  Fobtesotte,  Newcastle,  Natal,  S.  Africa. 
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BUoUd 
1886  Jacesok,  Abthttb  Moltveitz,  M.D.,  Kent  County  Asylam,  Banning 
Heath,  Maidstone. 

*  1865  JAOKBOir,  J.  HvaHLiNGS,  M.D.,  F.R.&.,  8,  Mancbester-sqaare,  W.    (C. 

1872-8.    V..P.  1888-9.) 
1886  -Jaoksok,  Philip  J..  216,  Great  Dover-street,  S.E. 

1875  Jalland,  William  Hambbtok,  St.  Leonard's  House,  Museam-street> 

York. 
1888  Jambs,  Jambs  Thomas,  M.D.,  80,  Harley-street,  W. 
'  1863  Jardine,  John  Lbb,  Capel,  near  Dorking,  Surrey^ 
1881  Jenninos,  William  Oscab,  M.D.,  Rue  Marboauf,  Avenue  des  Champs* 
Elys^es,  Paris. 
'  1879  Jbssop,  Chablbb  Moobb,  Clare  Lodge,  Redhill.c 

1866  Jessop,  Thomas  Riohabd,  81,  Park-square,  Leeds.  - 

1878  JoHNSOK,  Abthub  Jukes,  Torkville,  Ontario,  Canada, 

1876  JoHnBOir,  Chablbs  HsiotT,  Winton  Houses  Basingstoke,  Hants. 

1888  Johnson,  Raymond,  M^B.,  B.8.,  20,  W^ymontk-etreet,  Portland-plaoe,  W. 
•    (C.  1896— .)  <  ,    . 

1881  Johnston,  Joseph,  M.D.,  24,  St.  John's  WoM-park,  N.Wv 

'  1854  Johnstone^  Athol  A.  W.,  Sti  Morita  House,  61,  Dyke-road,  Brighton.  . 

1858  JOKES,  Sydney,  M.B.,  18,  Wimpole- street,  W.     (C.  1864-6.      V.-P* 

1886-7.) 
1888  Jones,  Talfoubd,  M.B.,  Eastbourne.  • 

•  1863  JOVES,  Thomas  Ridob,  M.D.,  4,  Chesham-place,  S.W..  (G,  1882*4.)     ^ 
1886  JlTLEB,  Hbnby  Edwabd,28,  Cavendish-square,  tW.      -  .     .  / 

-1890   Kanthack,   A.   A.r   M.D., ,  B«S.,   St.   Bartholomew's   Hospital,   E.C. 
(C.  1894— .) 

1867  Kelly,  Chablbb,  M.D.,  Ellesmere,  Gratwicke-road,  Worthing,  Sussex. 

(C.  1874.) 
1846  KE5T,  Thomas  J.,  89,  Piccadilly^  W.    . 

1879  Eesteven,  William  Hbnby,  Hi  11  wood,  Waverley-grove,  Hendon,  K.W. 

1859  KiALLMABE,  Uenby  Waltsb,  5,  Pembridge-gardens,  W.    (C.  1875-6.) 

1882  KiDD,  Pebcy,  M.D.,  60,  Brook-street,  W.    (C.  1889-91.) 
1867  Kino,  Edwin  Holbobow,  Netley  Court,  Southampton. 

1871  King,  Robebt,    M.B.,  Boyfield    House,  Moulton,  Spalding,    Lincoln- 
shire. 
1850  KUrODOH,  J.  Abebnbthy,  2,  Bank-buildings,  Lothbury,  E.C. 
1888  Kynsby,  Sir  William  Raymond,  E.C.M.G.,  Colombo,  Ceylon. 

1878  Lancebeavx,  Etienne,  M.D.,  44,  Rue  de  la  Bienfaisance,  Paris. 

1882  Lane,  William  Abbuthnot,  M.B.,  M.S.,  21,  Cavei^dish -square,  W. 

(C.  1891-3.) 
1865  Lanoton,  John,  62,  Harley-street,  W,    (C.  1882,4.). 
1869  Labcubb,    0.,  M.D.Par.,  97,  Rue  de  Passy,  Pari^.     [M.  Kliensieck, 

Libraire,  Rue  de  Lille  11,  Paris,  per  Messrs.  Longmans^} 
1884  Labdbb»  Hbbbbbt,  Whitechapel  Infirmary,  Baker'a-rQW>  N.E. 
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1873  LiTHAH,  Pbtib  Wallwobk,  M.D.,  17»  Trnmpington-street,  Cambridge. 
1876  Law,  William  Thomas,  M.D.,  9,  Norfolk-crescent,  W. 

1858  Lawbbkok,  Hkkbt  Johv  Huanss,  Picton  House,  Llandowror,  St.  Clears. 
(C.  1878-6.) 

1892  Lawbbnob,  TmusrsB  William  Pblham,  M.B.,  46,  Maida-vale,  W. 

1893  Lawson,  Abkold,  M.D.,  12,  Harley-street,  W. 

1869  Lawson,  Gbobgb,  12,  Harley-street,  W.    (C.  1870-1.    V.-P.  1884-5.) 
1879  Latoook,  Obobgb  Lookwood,  M.B.,  Melboome,  Victoria,  Australia. 

1891  Lazabtts-Bablow»  Waltbb  S.,  M.B.  (Sydney),  17,  Chesterton-road, 

Cambridge. 

1876  Lbdiabd,  Hbkbt  Ambbosb,  M.D.,  85,  Lowtber-street,  Carlisle. 

1853  LSE,  HiNBT,  61,  Qaeensborougb-terraoe,  Hyde-park,  W.    (C.  1860-2. 
V.-P.  1876-6.) 

1879  Lbboh,  Davxbl  Johk,  M.D.,  96,  Mosley -street,  Mancbester. 
18n  LXSS,  Datid  B.,  M.D.,  22,  Weymoatb-street,  W.    (C.  1890-2.) 

1867  Libs,  Jobbph,  M.D.,  21,  Briztou-road,  S.W. 

1877  Lbbsov,  John  Rttdd,  M.D.,  CJki.,  6,  Clifden-road,  Twickenham. 

1868  Lbgg,  John  Wioeham,  M.D.  (Travelling.)    (C.  1874-6.) 

1892  Lbith,  Bobbbt  Fbasbb  Caldib,  M.B.,  CM.,  B.Sc.,  20,  Merchiston* 

ternioe,  Edinburgh. 
1803  L«iid«t,  Bobbbt,  16,  Bue  du  Contrat-Soeial,  Rouen,  France. 
1861  LiCHTBNBBBa,  Qbobgb,  M.D.,  47,  Finsbury-square,  B.C. 
1877  LiSTBB,  Lord,  D.C.L.,  LL.D.,  F.R.S.,  12,  Park-crescent,  W.    (C.  1880-2. 

V.-P.  1887-8, 1891-2.) 
1897  LiSTBB,  Thomas  Datid,  96,  Wimpole-street,  W. 
1896  Littlb,  Ebnbst  Gbaham  Qobdon,  M.D.,  89,  Deyonsbire-street,  Port* 

land-place,  W. 
1889  Littlb,  John  Flbtohbb,  M.B.,  82,  Harley-street,  W. 
1863  LITTLE,  Lo¥i8  S.,  Shanghai,  China. 
1896  Littlbwood,  Habbt,  40,  Park-square,  Leeds. 

1874  LiTBiNG,  Edwabd,  M.D.,  62,  Queen  Anne-street,  W. 

1868  LI7SIEG,  Bobbbt,  M.D.,  11,  Manchester-square,  W.    (0. 1876.) 

1882  LoOKWOOi^,  C.  B.,  19,  Upper  Berkeley-street,  W.    (C.  1898-6.) 

1876  LoNanvBST,  Abthub  Edwin  Tbmplb,  M.D.,  4,  Eaton  Square,  S.W.    (C. 

1886-7.) 
1881  Lvbbook,  Montagu,  M.D.,  19,  Grosvenor-street,  W. 
1873  LiroAS,  R.  Clbmbnt,  M.B.,  B.S.,  60,  Wimpole-street,  W.    (C.  1888-6.) 

1880  Lund,  Edwabo,  22,  St.  John-street,  Manchester. 

1879  LvNN,  John  Rbubbn,  St.  Marylebone  Infirmary ;  Rackham-street,  Lad- 
broke-grove-road,  W. 
1887  Lton,  Thomas  Gloybb,  M.D.,  8,  Finsbnry-circus,  E.C. 

1871  Mao  Cobmao,  Sir  William,  13,  Harley-street,  W.    (C.  1878-80.) 

1893  McFadtban,   John,  Royal  Veterinary  College,  Great  College-street, 

N.W. 
1896  Maobadxbn,  Allan,  M.D.,  B.Sc,  89,  Ridgmount-gardens,  W.C 
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EUcted 
1882  MACKX17ZIB,  Pbidbeio  Moeell,  29,  Hans-place,  S.W. 

1886  Mackenzie,  Hbctob  William  Gatiit,  M.A.,  M.D.,  59,  Welbeck-street, 

W.     (C.  1895— .) 
1870  Maoebkzie,  Johk  T.,  Bombay,  India. 

1878  Mackenzie,  Stbphek,  M.D.,  18,  Cavendish-square,  W.    (C.  1888-90.) 

1879  Maclagan,  Thomas  John,  M.D.,  9,  Cadogan-place,  S.W. 

1865  MaoLaubin,  Henbt  Noemakd,  M.D.,  187,  Macquarie-street,  Sydney, 

New  South  Wales. 
1879  Macready,  Jonathak  Foesteb,  132,  Harley-street,  W. 
1896  McWeevey,  Edmond  Joseph,  M.D.,  M.Ch.,  84,  St.  Stepben's-green, 

Dublin. 
1885  Magthbe,  Robbbt,  M.D.,  4,  Seymour-street,  W. 
1877  Makins,  Geobge  Henby,  47,  Charles-street.  Berkeley-square,  W.    (C. 

1889-91.) 

1887  Malcolm,  John  Dayid,  M.B.,  CM.,  18,  Portvan-street,  W. 
1892  MAinr,  Habold  Edwabd,  Alderney. 

1890  Makson,  Patbiok,  M.D.,  CM.,  21,  Queen  Anne-ttreet,  W« 
1876  Maples,  REanrALD,  Kingsclere,  near  Newbury. 

1868  Mabsh,   p.    Howabd,  30,   Bruton-street,  W.    (C   1876-7.)     (V..P. 

1889-90.) 

1887  MABTnr,    Siokit,  M.D.,  B.S.,  F.R.S.,  10,  Mansfield-street,  W.    (C 

1898-6.) 
1889  Mason,  Dayid  Jambs,  M.D.,  Bosemont,  Maidenhead* 
1867  Mason,  Philip  Bbookis,  Burton-on-Trent. 

1892  Mastebs,  Johv  Alvbed,  M.D.,  57,  Lexham-gardens,  Kensington,  W. 
1884  Mattdslby,  Henby  Cabb,  M.D.,  11,  Spring-street,  Melbourne,  Victoria. 
1852  MAT,  Qeobgb,  M.B.,  Beading. 

1888  May,  William  Page,  M.D.,  B.Sc,  49,  Welbeck-street,  W. 

1881  Maylabd,  Alfbed  Ebnest,  M.B.,  4^  Berkeley-terrace,  Ohisgow. 

1874  Mbbedith,  William  Applbton,  CM.,  21,  Manchester-square,  W. 
1894  MiCHELS,  Ebnst,  M.D.,  6,  West-street,  Finsbury-cirons,  B.C. 

1866  MiCKLBY,  Obobob,  M.A.,  M.B.,  St.  Luke's  Hospital,  Old-street,  E.G. 

1882  Money,  Angel,  M.D.,  Hunter-street,  Sydney,  New  South  Wales. 

1879  MoOBE,  NoBMAN,  M.D.,  94^  Qloncester-place,  Portman-square,  W.    (C. 
1885-7.    V.-P.1895— .) 

1875  MOBOAN,  John  H.,  68,  (^rosTcnor-street,  W.    (C  1886-8.) 

1874  MOBISON,  Albzandeb,  M.D.,  CM.,  14,  Upper  Berkeley-street,  W. 

1869  MoBBis,  Henby,  M.A.,  8,  Cayendish-sqnare,  W.    (C  1877-9,  1884-6. 

S.  1881-8.    V.-P.  1888-9.) 
1879  MoBBis,  Malcolm  Albxandeb,  8,  Harley-street,  W. 
1894  MoBBiCB,  Obobgb  Oayin,  M.D.,  Crown-chambers,  Salisbury. 

1891  MoBTON,  Chables  a.,  24,  St  Paul's-road,  Clifton,  Bristol. 

1875  MoBTON,  John,  M.B.,  Guildford. 

1884  MoTT.  Fbedbbioe  Walkbb,  M.D.,  84,  Wimpole-street,  W.    (C 1891-8.) 
1879  MouLLiN,  Chables  W.  Mansell,  69,  Wimpole-street,  W. 


Digitized  by 


Google 


XX 

JUleoUd 
1898  MuMMBBT,  John  Howabd,  10,  Caveudish-place,  W. 
1876  UvuTBO,  WiLLiAX,  M.D.,  CM.,  Clarkefleld,  Foantaiu-street,  Cheetham 

Hill,  Manchester. 
1885  MiTBBAT,  HiTBBBT  MoKTAGVi,  M.D.,  27>  SavUe-row,  W.    (C.  1896—.) 

1894  MUBBAT,  John,  M.B.,  B.Ch.,  183,  Harley-street,  W. 

1864  Mybbs,  Abthttb  B.  B.,  48,  Oloncestor-street,  Warwick-square,  S.W. 

(C.  1872-8.) 

1887  Kasok,  Edwabd  Nobl,  M.B.,  80,  Abbey-street,  Nuneaton. 
1878  NBTTLB8HIP,  Edwabd,  5,  Wimpole-street,  W.    (C.  1882-4.) 

1875  Nbwbt,  Chablbs  HBiirBY,  15,  Landport-terrace,  Southsea,  Hants. 
1884  Nbwland-Pbdlbt,  P.,  82,  Devonshire-place,  Portland-place,  W. 

1865  Nbwkak,  Williah,  M.D.,  Stamford,  Lincolnshire. 

1895  KiAS,  J.  Baldwin,  M.D.,  5,  Rosary -gardens,  S.  Kensington,  S.W. 
1868  N1OHOLL8,  Jahbs,  M.D.,  Trenarren,  Newquay,  Cornwall. 

1876  Nicholson,  John  Fbanois,  M.D.,  29,  Albion-street,  Hull. 

1864  FOETON,  Abthttb  T.,  101,  Harley-strfeet,  W.    (C.  1877-9.) 

1888  NoBYiLL,  FBBDBBro  Habyby,  M.B.,  Summcrland,  Teovil,  Somersetshire. 
1856  NuNN,  Thokab  William,  8,  Stratford-place,  W.    (C.   1864-6.    V.-P. 

1878-80.) 

1880  0'Ck>NN0B,  Bbbnabd,  M.D.,  25»  HamUton-road,  Ealing. 

1878  0*Fabbbll,  Gbobgb  PLxrNKBTT,  M.]).,  19,  Fitzwilliam-square»  Dublin. 
1880  Ogilyib,  Qbobgb,  M.B.,  CM.,  22,  Welbeck-street,  W. 

1880  OeiLYiB,  Lbslib,  M.B.,  CM.,  46,  Welbeck-street,  W. 

1894  Oglb,  Ctbil,  M.B.,  96,  Gloucester-place,  W. 

1850  Oglb,  John  W.,  M.D.,  96,  Oloucester-place^  Portman-square,  W.  (C 
1855-6.  S.  1857-60.    C  1861-8.    V.-P.  1865-8.) 

1876  Oliybb,  John  Fbbbns,  M.D.,12,  Old  Elvet,  Durham. 

1888  Opbnshaw,  Thokas  Hobbooes,  M.S.,  16,  Wimpole-street,  W. 

1875  Obd,  William  Millbb,  M.D.,  87,  Upper  Brook-street,  W.  (C  1880-2. 
V.-P.  1898-4.) 

1892  Obd,  Wiuejam  Walus,  M.D.,  The  Hall,  Salisbury. 

1879  Obmbbod,  J.  A.,  M.D.,  25,  Upper  Wimpole-street,.  W.    (C.  1887-9.) 
1875  OSBOBN,  Samubl  C,  10»  Maddox-street,  W.,  and  Maisonnette,  Datchet,. 

Bucks. 

1881  OwBN,  ISAMBABi),  M.D.,  40,  Cnrzon-street,  W. 

1865  OwLBS,  Jambs  Alldbn,  M.D.,  Hill  View,  Woking,  Surrey. 

1870  Pagbt,  Sir  Jambs,  Bart.,  D.CL.,  LL.D.,  F.R.S.,  5,  Park-square  west^ 

Regenf  s-park,  W.    (P.  1867-8.) 
1884  Pagbt,  Stbphbn,  70,  Harley-street,  W.    (C  1894—.) 

1895  Pakbs,  Waltbb  Chablbs,  Guy's  Hospital,  S.£. 
1897  Pabvitt,  Chablbs  D.,  M.D.,  London,  Canada. 
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BleeUd 
1872  Paskbb,  Robibt  Willluc,  13,  Welbeck-street,  W.    (C.  1881-8.) 
1874  Pabkbb,  Rubhton,  M.B.,  B.S.,  59,  Rodney-street,  Liverpool. 
1858  PABEDTSOV,  GsoBaB,  50,  Brook-street,  W. 
1882  Pabtbub,  William,  M.D.,  4,  Chandos-street,  W.    (C.  1893-6.) 
1885  Paul,  Fbakk  Thomas,  88,  Jlodney-street,  Liverpool. 
1865  PAVY,   Fbedbbick    Willlam,  M.D.,  LL.D.,   P.R.S.,   85,  Grosvenor- 

street,  W.    (C.  1872-4.    V.-P.  1891-2.    P.  1893-4.) 
1868  Paykb,  Josbph   Fbakk,  M.D.,  78,  Wimpole-street,  W.    (C.  1878-5, 

1883-6.    8.1880-2.    V.-P.  1888-9.) 
1872  PxABOi,  Jobbph  Cpaking,  M.D.>  CM.,  Montague  Ho^se,  St.  Lawrence- 

on-Sea,  Kent.  • 
1868  Pbabbok,  Dayib  R.,  M.D.,  28,  Upper  PhilUmore-plaoe,  W. 
1879  Pbbl,  Robbbt,  180,  Collins-street  East,  Melbourne,  Victoria. 
1889  Pbkbbbthy,  Johk,  Royal  Veterinary  College,  Camden  Town,  N.W, 

1887  Pbnbobe,  Fbanois  Obobob,  M.D.,  4,  Harley-street,  W. 

1884  Pbppbb,  Auoubtus  Joseph,  M.B.,  CM.,  18,  Wimpole-street,  W. 

1888  Pbbbt,  EDwnr  Coopbb,  M.D.,  Saperintendept's  Honse,  Guy's  Hospital, 

S.E. 
1878  Phzlipps,  Sttthbblakd  Rebs,  M.D„  St.  Ann's-heatb,  Virginia  Water, 
Chertsey. 

1878  Phillips,  Johv  Walteb,  80,  Stanley-street,  West  Melbourne,  Victoria. 
1868  Picx,  Thomas  PiOKBBnra,  18,  Portman-street,  W.    (C.  1870-1.    V.-P. 

1885-7.) 
1806  Piea,  T.  Stbakgbwats,  St.  Bartholomew's  Hospital,  E.C 
1898  PnrxBBTON,  Robbbt  A.,  M.A.,  M.D.,  71,  Craven-park,  Harlesden,  N.W. 
1884  Pitt,  Obobqb  Nbwtok,  M.D.,  16,  Portlnnfi-place,  W.     (S.  1894-6. 

C  1890-2, 1896— .) 
1876  Pitts,  Bebhabd,  M.A.,  M.C,  109,  Harley-street,  W.    (C  1888-90.) 
1888  PoLAHB,  John,  4,  St.  Tbomas's-street,  Soutbwark,  S.E. 
1882  PoLLABD,  BiLTOK,  M.B.,  B.S.,  24,  Harley-street,  W.    (C  1896—.) 
1850  PoLLOOB,  James  Edwabd,  M.D.,  52,  Upper   Brook-street,    W.    (C. 

1862-4.    V.-P.  1879-81.) 
1870  PooBB,  Oeobge  Vitian,  M.D.,  80,  Wimpole-street,  W,    (C  1888-5). 
1876  POBT,  Heikbioh,  M.D.,  48,  Finsbury-square,  E.C. 

1879  POTTSB,  Henbt  Pbbot,  St  Mary  Abbotts'  Infirmary,  Marloes-road, 

Kensington,  W.  . 

1884  PowBB,  D'Abct,  M.A.,  M.B.,  10a,  Cbandos-street,  W.    (C  1891-8.) 
1865  PowBB,  Hbbbt,  37a,  Great  Cumberland-place,  W.    (C  1876-7.) 

1887  Pbatt,  William  Sttttov,  Weedon,  Nortbamptonshire. 
1884  Pbice,  J.  A.  P.,  M.D.,  41,  Castle-street,  Reading. 

1856  PBIESTLET,    Sir    William    Otbbbkd,    M.D.,    M.P.,    17,    Hertford- 
street,  W. 

1888  li^BiMBOSE,  Albxakbeb,  M.B.,  CM.  196,  Simcoe-street,  Toronto,  Canada. 
1882  Pbihglb,  J.  J.,  M.B.,  CM.,  28,  Lower  Seymour^street,  W, 

1848  PX7RHSLL,  JOHB  Jambs,  Woodlandst  Streatbam-bill,  S.W4    (C.  1858-61.) 
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1895  PcTBins,  WXLLIAH  PsiOB,  M.D.,  Royal  Hants  Infirmary,  Sonthampton. 
1866  Ptb-Smith,  Philip  Hbnbt,  M.D.,  P.R.S.,  48,  Brook-street,  W.     (C. 
1874-7.    V.-P.  1890-1.) 

O.K.  aUAIV,  Sir  Riohabd,  Bart.,  M.D.,  LL.D.,  F.R.S.  (Tbustbx),  67, 
Harley-street,  W.  (C.  1846-61.  8.  1862-6.  T.  1867-68.  Pres. 
1869-70.    V.-P.  1871-8.) 

1890  Banflom,  William  Bbahwbll,  M.D.,  The  Parement,  Nottingham. 

1891  Ratoliwb,    Josbph     Rilbt,     M.B.,    CM.,    The  General  Hospital, 

Birmingham. 

1887  RiYBK,  Thomas  Fbakcis,  Broadstairs,  Kent. 

1870  Rat,  Edwabd  Rbykolds,  Dnlwich  Vilhige,  S.E. 

1876  RiiD,  Robbbt  William,  M.D.,  CM.,  8,  Queen's-gardens,  Aberdeen. 

1881  Rbitvbb,  William,  Wilberforce-street,  Free  Town,  Sierra  Leone. 
1893  Rbvnib,  Gbobgb  Edwabd,  16,  CoHege-street,  Hyde-park,  Sydney,  N.S. W. 

1895  RiTOHiB,  Jambs,  M.D.,  85,  High-street,  Oxford. 
1866  RiYiKGTOK,  Waltbb,  M.S.,  96,  Wimpole-street,  W. 

1866  Bobarts,  Datid  Lloyd,  M.D.,  11,  St.  John's-street,  Manchester. 

1871  Robbbts,  Pbbdbbick  Thomas,  M.D.,  102,  Harley-street,  W.  (C  1883.6.) 
1878  Robbbts,  William  Howland,  M.D.,  Surgeon,  Madras  Army. 

1888  Robbbtson,  Robbbt,  M.D.,  The  Bungalow,  Ventnor,  Isle  of  Wight. 
1836  Robinson,  Abthttb  Hbnbt,M.D.,  Mile  End  Infirmary,  Bancroft-road,  K.E. 

1887  Robinson,  Hbnbt  Bbtham,  M.S.,  1,  Upper  Wimpole-street,  W.    (C 

1896—.) 

1882  Robinson,  Tom,  M.D.,  9,  Prince8«street,  Cavendish-sqnare,  W. 

1888  Rollbston,  Humphbt  Davt*  M.A.,  M.D.,  112,  Harley-street,    (C 

1894—.) 

1868  BOSS,  Hbnbt  Coopbb,  M.D.,  16,  Warwick-road,  Maida-hiU,  K.W.    (C 

1873-4.) 

1876  RosB,  William,  M.B.,  B.S.,  17,  Harley-st.,  W. 

1876  Rossitbb,  Gbobgb  Fbbdbbiok,  Cairo  Lodge,  Weston-super-Mare. 

1877  S0TH>  Bbbnabd,  29,  Queen  Anne-street,  W. 

1888  Roughton,  Edmund  Wilkinson,  38,  Westboume-terrace,  W. 
1891  RoiriLLABD,  LAtTBBNT  Antoinb  John,  M.B.,  Durban,  Natal. 
1887  Rot,  Chablbs  Smabt,  F.R.S.,  M.A.,  M.D.,  University  of  Cambridge. 
1891  RuFBBB,  Mabo  Abmand,  M.D.,  Medical  School,  Cairo,  Egypt. 

1896  RussBLL,  Jambs  Samubl  Risibn,  M.D.,  4,  Queen  Anne-street,  W. 
1891  RussBLL,  William,  M.D.,  46,  Albany-street,  Edinburgh. 

1869  RiTTHBBPOBD,  WiLLiAM,  M.D.,  F.R.S.,  14,  Douglas-crescent,  Edinburgh. 

1863  Saltbb,  S.  Jambs  A.,  M.B.,  F.R.S ,  Basingfield,  near  Basingstoke,  Hants. 

(C.  1861-8.    V.-P.  1880-2.) 

1864  Sandbbbon,  John  Bitbdon,  M.D.,  D.C.L.Durham,  F.R.S.,  64,  Banbury- 

road,  Oxford.    (C.  1864-7.    V.-P.  1873-4.) 
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1886  Saitkdbt,  Robbbt,  M.D.,  83a,  £dmund«8treet»  Birmingham. 

1871  Sai7KI)BB6,  Chablbs  Edwabd,  M.D.»  Sussex  County  Lunatic  Asylum, 

Hayward's  Heath. 

1890  Savkdbbs,  Fbbdbbioe  William,  M.B.,  B.C.,  Chieveley  House,  Newbury. 

1878  Sayagb,  Gbobob  Hbkbt,  M.D.,  8,  Henrietta-street,  Cavendish-square, 

W.    (C.  1881.8.) 

1882  Sayill,  Thomas  Dixov,  MJ>.,  60,  Upper  Berkeley-street,  W. 

1891  ScHOBSTBiK,  GvsTATB  IsiDOBB,  M.B.,  B.S.,  11,  Portland-place,  W. 
1894  SoHOLBTiBLD,  BoBBBT  Ebnbbt,  M.B.,  1,  Eastcombe  Villas,  Blackheath, 

sj:. 

1877  Sbmob,  Pbux.  M.D.,  89,  Wimpole-street,  W.    (C.  1886-7.) 

1894  Sequbiba»  Jambs  Habbt,  M.D.,  6,  West-street,  Finsbury-circus,  E.C. 

1872  Sbbgbakt,  Edwabd,  D.P.H.,  Town  Hall,  Preston,  Lancashire. 

1876  Shabkby,   Sbtmoub   J.,    M.D.,  22,    Harley-street,  W.     (C.  1884*6. 

V.-P.  1895—.) 
1880  Shattooe,  Samttbl  G.,  4,  Crescent-road,  The  Downs,  Wimbledon,  S.W. 

(C.  1885-7, 1898-6.    8. 1890-2.  V.P.  1896—.) 
1886  Shaw,  Lafbistok  Elgib,  M.D.,  10,  St.  Thomas's-street,  S.E. 

1886  8HEBBI5GT05,  Chablbs  Soott,  M.D.,  F.B.S.,  Holt  Prof,  of  Physiol., 

University  College,  Liverpool.    (C.  1894—.) 
1856  8HILL1T0E,  Buztok,  2,  Frederick's-phice,  E.C. 
1875  SiDDALL,  Joseph  Bowbb,  M.D.,  CM.,  Conybeare,  Northam,  Bideford. 
1880  SiLCOCB,  A.  QUABBT,  M.D.,  B.S.,  52,  ^arley-street,  W.    (C.  1888-90.) 
1866  Sims,  Fbakois  Mavlbt  Boldbbo,  12,  Hertford-street,  W. 

1892  Slatbb,  Chablbs,  M.B.,  81,  St.  Ermin's  Mansions,  Westminster,  S.W. 

1887  Smallpbicb,.  William  Donald,  42,  Queen  Anne's-gate,  S.W. 

1875  Smee,  Alfbbd    Hutohihsov,   The  Grange,  Hackbridge,  Carshalton, 

Surrey. 

1879  Smith,  E.  Noble,  24,  Queen  Anne-street,  W. 

1887  Smith,  Fbbdbbiok  John,  M.D.,  4,  Christopher-street,  Finsbury-square, 
E.C. 

1876  Smith,  Gbobob  John  Malcolm,  M.D.,  Hurstpierpoint,  Sussex. 
1894  Smith,  Gmr  Bbllingham,  M.B.,  B.S.,  24,  St.  Thomas's-street,  S.E. 

1878  Smith,  Hbbbbbt  Ubmsok,  M.B.,  Cape  Colony. 

1878  Smith,  Riohabd  T.,  M.D.,  117,  Haverstock-hill,  N.W. 

1883  Smith,  Bobbbt  Pbbot,  M.D.,  Bethlem  Royal  Hospital,  St.  George's- 

road,  S  J!. 

1869  Smith,  Bobbbt  Shinglbton,  M.D.,  Deepholm,  Clifton  Park,  Bristol. 
1892  Smith,  Solomon  Chablbs,  M.D.,  1,  Montague  Mansions,  Portman* 

square,  W. 
1856  Smith,  Thomas,  5.  Stratford-place,  W.    (C.  1867-9.    V.-P.  1877-8.) 
1866  Smith,  William,  Melbourne,  Australia. 

1870  Smith,  William  Johksov,  Seamen's  Hospital,  Greenwich,  S.E.    (C. 

1879-81.) 
1894  Snow,  Hbbbbbt,  M.D.,  6,  Gloucester-place,  Portman-square,  W. 
1870  Snow,  William  Vicabt,  M.D.,  Richmond  Gardens,  Bournemouth. 
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1888  SOLLT,  £bkbbt,M.B.,  Strathlea,  Harrogate,  Yorks. 
1868  SOUTHBT,  Rbginald,  M.D.,  82»  Grosveuor-road,  S.W.    (C.  1882-4.) 

1887  Spbnobb,  Wambb  Gbobqb,  M.S.,  86,  Brook-street,  W.    (C.  1896—.) 

1888  Spiobb,  RoBBBT'fiBintY  Soakbs,  M,D.,  28,  Welbeck -street,  W. 
1861  Squibb,  AiszAimBB  BALHAimo,  24,  Weymouth-street,  W. 

1885  Squibb,  Johv  Edwabd,  M.D.,  122,  Harleytstreet,  W. 

1890  StabIb,   Ewbw  CabtstbW,    St*    Thomas's     Hospital,    Albert-embank- 

ment, S.E. 
1896  Stabling,  Ebwbst  Hbhby,  M.D.,  8,  Park-sq.  West^  Regent's-park,  N.W. 
1896  Stbphbks,  J.  W.  W.,  26,  East  Panl's  Wharf,  E.C. 

1891  Stilbs,  Habold  Jam.and,  M.B.,  CM.,  6,  Castle-terrace,  Edmbnrgh. 
1879  Stiblikg,  Edwabd  Chablbs,  Adelaide,  South  Australia  [oare  of  Messrs. 

Elder  &  Co.,  7,  St.  Helen's  Place,  E.C.]. 
1888  Stokbb,  Gbobgb,  14,  Hertford-street,  W. 

1884  Stonham,  Chablbs,  4,  Harley-street,  W.    (C.  1893-6.) 
1875  Stubqb,W.A.,M.D.,  29,  Boulevard  Dubouchage,  Nice. 

1871  SUTHEBLAKD,  Hbnby,  M.D.i  21,  New  Cavendish-street,  W. 
1867  SwADT,  William  Paul,  17,  The  Crescent,  Plymouth. 
<  1B81  Syiconds,  Chabtbbs  Jambs,  MiS.,  26,  Weymouth-street,  Portland-place, 
W.    (C.  1886-8.) 

1870  Tait>  Robbbt  Lawsok,  7,  The  Crescent,  Birmingham. 

1886  TABesTT,  JambsHbkbt,M.B.,M.S.(Hon.Sbobbtabt),6,  St.Thoma8V 

street,  S.E.    (C.  1894-5.    S.  1895— .) 
1670  Tat,  Wabbk,  4,  Finsbury-square,  E.C.    (C.  1881-2.) 

1871  TATLOB,  Fbbdbbiok,  M.D.,  20,  Wimpole-street,  W.    (C.  1879-81.) 

1885  Tatlob,  Hbnbt  H.,  10,  Brunswick-place,  Brighton. 

1892  Tatlob,  Jambs,  M.D.Edin.,  49,  Welbeck-street,  W. 

1879  Thin,  Gbobob,  M.D;,  68,  Harley-street,  W.    (C.  1889-90.) 

1853  TH0KPS0V,SirHBirBT,86,  Wimpole-street,  W.  (S.  1869-68.  C.  1866-7. 
V..P.  1868-70.) 

1891  Thomson,  Hbkbt  Albxis,  M.D.^  32,  Rutland-square,  Edinburgh. 
1884  Thomson,  John,  M.B.,  CM.,  18,  Walker-street,  Edinburgh. 
1894  Thomson,  St.  Claib,  M.D.,  28,  Queen  Anne-street,  W. 

1892  Thorbnm;  WilliaiK,  B.S;,  2,  St;  Peter* s-square,  and  Rusholme  Lodge, 

'  Eusholme,  Manchester. 
1874  Thobnton,  John  Knowslbt,  M.B.,  49»  Montagu-square,  W; 

1872  Thobnton,  William  Puoin,  86,  St.  George's-road,  Canterbury. 

1880  TiBABD,  Nbstob  Isidobb,  M.'D.,  74,  Harley-street,  W. 
1884  TiYT,  William  Jambs,  8,  Lansdowne-place,  Clifton,  Bristol. 

1882  Tooth,  Howabd  Hbnbt,  M.D.,  84,  Harley-street,  W.    (C.  189^-4.) 

1886  ToTSUBA,  Kankai,  Tokio. 

1872  TOWirSEHD,  Thomas  Sutton,  68,  Qtieen's  Gate,  S.W. 

1881  Tbeybs,  Fbbdbbick,  6,  Wimpole-street,  W.  (C.  1887-90.  V.-P.  1895— .) 
1861  TBottbb,  John  W.,  Bo«sall  Vicarage,  York.    (Q.  1865-9.) 
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189S  .Tboutbbok,  HBKSTi  M.B.,  B.C^  148,  Ashlej^gardens,  S.W. 
1859  TBUICAV,  Edwik  Thomas,  23,  Old  Burlington-street,  W. 

1888  TuBBT,AiiV&BD  HbsbesTaM.S.,25,  Weyn^outh-street,  Portland-plaqe,  W. 
1867  TuoxwxLi^  Hbnbt  Matthbws,  M^D.,  64,  High-street,  Oxford. 

186i8  TuDOB,  John,  Dorchester,  Dorset. 

1875  TUSHES,  Fbajtois  Chablbwood,  M.D.,  16,  Finsbury-sqntre,  E.G.    (C. 

1884-6,1895—.    S.  1891-8.) 
1882  TiTBNBB,  Obobgb  Bobb^tsov,  49,  Oreen-street,  W. 

1863  TuBirBB,  Jahbs  Skits,  12,  Qeorge-street,  Hanover-square,  W. 
1890  TusKEB,  WiLLiAK  Aldbbv,  13,  Queen  Anne-street,  W. 

1893  TuBNBY,  HoBAOB  Qbobob,  M.B.,  M.Ch.,  68,  Portland-place,  W. 
1859  TUSTLE,  Fbedb&ioe,  Clifton  Lodge,  Woodford,  Essex. 

1880  Tybok,  Williax  Josbph,  M.D.,  10,  Langhome-gardens,  Folkestone. 

1867  Vbknivg,  ED0COHBB,  30,  Cadogan-place,  S.W. 

1889  VoBLCKBB,  Abthub  Francis,  M.D.,  B.S.,  31,  Harley -street,  W.     (C. 

1895—.) 

1867  WA0STAF7S,  Williah  Wabwioe,  B.A.,  Pnrleigh,  St.  John's-hill,  Seven- 
oaks.    (C.  1874, 1878-80.    &.  1875-7.) 
1885  Waklby,  Thomas,  Jan.,  5,  Qneen's-gate,  S.W. 

1893  Walkbb,  NoBHAir  Pubyis,  M.D.,  7,  Manor-place,  Edinburgh. 

1881  Wallbb,   Bbyak    Chablbs,  M.D.,  MasongUl    Honse,  Cowan-bridge, 

Kirkby- Lonsdale. 

1890  Wallis,  Fbbdbbiok  Chablbs,  M.B.,  B.C.,  26,  Welbeck-street,  W. 

1888  Walsham,  HuaH,  M.A.,  M.B.,  B.C.,  114,  Harley-strcot,  W. 

1873  Walsham,  William  Johnsok,  M.B.,  CM.,  77,  Harlej-street,  W.    (C. 

1881-3.) 
1859  Waltbbs,  John,  M.B.,R6igate,  Surrey. 

1892  Wabd,  Allan  Ogibb,  M.D.Edin.,  Lansdowne  House,  Tottenham. 
1892  Wabing,  Holbubt  Jacob,  M.B.,  M.S.,  9,  Upper  Wimpole-street,  W. 

1889  WasHbouBn,  John  Wyohbntobd,  M.D.,  15,  Trinity-square,  S.E. 

1891  WATBBHorsB,  Hbbbbbt  Fttbnitall,  M.D.,  CM.,  81,  Wimpole-street^  W. 

1892  Wbavbb,  Fbbdbbick  t^oinrroir,'  M.D.,  Cedar  Lawn,  Hampstead  Heath, 

N.W. 

1890  Wbbb,  Chablbs  Fbabb,  M.D.,  New-street  House,  Basingstoke. 

1894  WEBEB,  Fbbdbbick  Pabebs,  M;d.,  19,  Harley-street,  W. 

1858  WEBSB,  Hbbmann,  M.D.,  10,  Grosvenor-street,  W.   (C  1867-70.   V..P. 
1878-80.) 

1864  Wblch,    Thomas    l)AyiBS,'  M.D.,   Fairmount,    Frith-hill,  Qodalming, 

.    Surrey. 
1894  WBiiiS,  Sydnby  RussBLL,  M.B.,  24,  Somerset-street,  Portman-square,  W. 
1892  Wb8BBP0Z,.Fbank  F.,.M.1).(  Winnipeg),  Cambridge. 
1861  WlSf ,  Chablbs,  M.D„  4,  Evelyn.  Mansions, Carlyle-place,  Victoria-street, 
S.W.    (C.1856.7.).  .       ;       -■      .  '  ; 
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1877  WwT,  SiLMUEL,  M.D.,  16,  Wimpole-itreet,  W.    (0.1384-6,  1891-8.    S. 
1889-90.     V.-P.  1896—.) 

1888  Wbthbbbd,  Fbakx  J.,  M.D.,  83,  Harley-street,  W. 

1891  Whbatoit,  SaxttbIi  Wai/tok,  M.D.,  76,  The  Chase,  Clapham  Common, 
S.W. 

1867  Whipham,  Thohas    Tillybe,   M.D.,  11,  Grotrenor-gtreet,  W.     (C. 

1880-2.) 

1869  Whipple,  Johk  H.  C,  M.D.,  Army  Medical  Staff. 

1877  White,  Chablbs  Hatdon,  20,  Shakespeare-street,  Nottingham. 
1894  White,  Chablbs  Powbll,  67,  Queen-street,  K.C. 
1891  White,  Gilbebt  B.  Mowbb,  M.B.,  B.S.,  112,  Harlej-street,  W. 
1881  White,  William  Halb,  M.D.,  66,  Harlej-street,  W.    (C.  1888-90.) 
1886  White,  William  Hbitbt,  M.B.,  48,  Wejroouth-street,  W. 

1868  WUtahaad,  Waltbb,  24,  St.  Ann's-sqnare,  Manchester. 

1897  Whitfield,   Abthitb,  M.B.,  12,   Upper   Berkeley-street,    Portmau- 

square,  W. 
1877  Whitmobb,  William  Tickle,  7,  Arlington-street,  S.W. 

1870  WiOKSTBED,  Fbanois  William,  Chester  House,  Weston-super-Mare. 

1869  WiLKiK,  Johk  F.,  M.D.,  M.C.,  Rose  Ash  House,  South  Molton,  N. 

Devon. 

1871  WiLKnrsoN,  J.  Sebastiak,  New  Zealand. 

1865  WILKS,  Samuel,  M.D.,  F.R.S.  (Tbusteb),  72,  Grosvenor-street,  W.  (C, 

1857-60.    V.-P.  1869-72, 1888-6.    P.  1881-2.) 
1879  WiLLOOOKS,  Fbedbbick,  M.D.,  14^  Mandeville-place.  W. 
1886  WiLLBTT,  Edoab  Wiluam,  M.B.,  26,  Welheck-street,  W. 
1869  Williams,  Albebt,  M.D.  (Trayelling). 
1858  WnH>niB,  Chablbs,  48,  Prince  of  Wales*road,  Norwich. 

1866  WiLLiAM8»  Chablbs  Thbodobb,  M.D.,  2,  Upper  Brook-street,  W.    (C, 

1876-8.) 
1881  Williams,  Dawsoh,  M.D.,  B.S.,  101,  Harley-street,  W.    (C,1898-6.) 

1872  Williams,  Sir  Johv,  Bart.,  M.D.,  68,  Brook -street,  W.    (C.  1878-80.) 
1881  Williams,  W.  Rogbb,  28^  Winckley -square,  Preston. 

1876  WiLLiAMSOK,  James  Makk,  M.D.,  Ventnor,  Isle  of  Wight. 

1868  Willis,  Fbavcis,  M.D.,  The  Spa,  Bracehorough,  Stamford. 

1889  Wilson,  Albebt,  Leytonstone,  Essex. 

1888  WiLSOK,  Claitde,  M.D.,  CM.,  6,  York-road,  Tunbridge  Wells. 

1869  Wilson,  Edwabd  Thomas,  M.B.,  Montpelier-terrace,  Cheltenham. 
1891  Wilson,  Thbodobb  Stagey,  M.B.,  CM.,  66,  Temple-row,  Birmingham. 
1861  Windsor,  Thomas,  Medical  Library,  Boston,  Mass.,  U.S.  [care  of  B.  F. 

Steyens,  4,  Trafalgar-square,  W.]. 

1^89  WiNGBAVB,    v.    Habold    Wtatt,    11,    Devonshire-street,    Portland- 
place,  W. 

1874  Wiseman,  John  Obeayes,  Dearden-street,  Ossett,  Yorkshire. 

1866  Withebbt,  William  H.»  M.D.,  Htt-place,  Coombe,  Croydon. 

1883  WooDOOOX,  John  Rostbon,  166,  Hagley-road,  Birmingham. 
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1868  WooDHBAD,  Obbican  Sikb,  M.D.,  Beverley,  1,  Nightingale-lane,  Balbam, 

8.W.    (C.  1891-8.) 
1879  WoODWABD,  0.  P.  M.,  M.D.,  Deputy  8argeon-General;   Sydney,  New 

8onth  Wales. 
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ANNUAL  REPORT  OP  COUNCIL, 
1895-96. 

PRESENTED  AT  THE  ANNUAL  MEETING,  MAY  19th,  1896. 


T017B  Council  lias  to  report  the  admission  of  twelve  new  members, 
and  the  election  as  honorary  members  of  Dr.  C.  Bouchard, 
Dr.  E.  Koch,  Dr.  W.  H.  Welch,  and  Dr.  E,  Zi^ler. 

There  have  been  six  resignations. 

The  Society  now  numbers  708  ordinary  members. 

The  Society  have  lost  by  death  Prof.  Pasteur,  member  of 
the  Institute,  Paris,  one  of  its  honorary  members,  Dr.  J.  S. 
Bristowe,  Mr.  Prank  Vigers  Bunch,  Mr.  T.  C.  Prere,  Dr.  William 
Wilberforce  Smith,  Sir  John  Tomes,  and  Dr.  Archibald  Weir. 

Dr.  John  Syer  Bristowe  joined  the  Society  in  1851,  and  held  the 
offices  of  Secretary,  Vice-President,  and  President.  In  former  years 
he  took  an  active  part  in  the  proceedings  of  the  Society,  and  has 
made  many  valuable  contributions  to  the  '  Transactions.' 

Mr.  T.  C.  Prere  was  an  original  member  of  the  Society. 

During  the  past  session  two  evenings  were  set  apart  for  special 
subjects :  one  evening  was  devoted  to  the  discussion  of  *'  Ankylosis  of 
Joints  without  Suppuration,"  when  a  number  of  illustrative  speci- 
mens from  the  various  museums  were  brought  together ;  and  another 
to  the  "  Anatomical  Besults  of  the  Badical  Cure  of  Hernia.'* 

The  present  is  the  fiftieth  session  of  the  Society ;  it  is  proposed  to 
celebrate  the  Jubilee  of  the  Society  at  the  commencement  of  next 
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session,  when  the  President  will  review  the  history  of  the  last  fifty 
years^  and  a  conversazione  will  be  held. 

The  income  for  the  current  year  was  ^6467  17s.  lid.,  and  the 
expenditure  <£508  9s.  Id.,  showing  an  excess  of  expenditure  over 
income,  deducting  J65  5s.  for  a  life  composition  fee,  of  <£45  16s.  2d. 
This  apparent  deficit  is  mainly  due  to  the  large  number  of  subscrip- 
tions which  remain  unpaid. 

The  amount  of  money  invested  in  Consols  is  <£1214  3s.  2d. 

The  present  balance  in  hand  is  £99  7s. 

HENEY  T.  BUTLIN. 
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LIST  OF  SPECIMENS  AND  REPORTS 

BROUGHT  BEFORE  THE  SOCIETY  DURING  THE  SESSION  1895-6. 


I.  DISEASES,  ETC.,  OF  THE  NERVOUS  SYSTEM. 

PAeB 

1.  Case  of  syphilitic  gummata  of  the  brain 

By  Cecil  F.  Beadles        1 

2.  Psammoina  of  the  dura  mater     (Card  specimen) 

By  J.  H.  Tabgbtt,  M.S.        3 


n.  DISEASES,  ETC.,  OF  THE  ORGANS  OF  RESPIRATION. 

1.  Traumatic  rupture  of  the  branch  of  the  right  bronchiis 

leading  to  the  upper  lobe  of  the  limg ;  pneumothorax 
and  subcutaneous  emphysema     (Card  specimen) 

By  Hectoe  W.  G.  Mackenzie,  M.D,        5 

2.  Polypoid  growth  of  the  trachea        By  Cteil  Ogle,  M.B.        6 

3.  A'case  of  pneumonomycosis     [With  Plate  I] 

By  C.  J.  Aekle,  M.D.,  and  F.  Hinds,  M.D. 


ni.   DISEASES,  ETC.,  OF  THE  ORGANS  OF 
CIRCULATION. 

1.  Heart  from  a  fatal  case  of  angina  pectoris,  with  throm- 
bosis of  the  right  coronary  artery    (Card  specimen) 

By  F.  Paekes  Webee,  M.D.      14 
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2.  Heart  with  obliteration  of  the  commencement  of  the 
right  coronary  arteiy ;  no  angina  pectoris 

By  P.  Pabkes  Wbbbb,  M.D.      16 
8.  The  heart  from   a  case  of    angina   pectoris,   showing 
stenosis  of  the  coronary  arteries ;  old  partial  throm- 
bosis in  the  basilar  artery ;   commencing  lardaceous 
change  in  the  yarious  organs 

By  P.  Pabkes  Wbbeb,  M.D.      18 

4.  Cardiac  aneurysm     (Card  specimen) 

By  Cybil  Ogle,  M.B.      22 

5.  Aneurysm  or  gumma  of  heart    (Card  specimen) 

By  Cybil  Ogle,  M.B.      23 

6.  Embolic  aneurysms  of  the  heart,  buttock,  and  axilla 

(Card  specimen)  By  J.  Jackson  Clabke,  M.B.      24 

7.  Stenosis  of  the  pulmonary  orifice  of  the  heart    (Card 

specimen)  By  Hugh  Walshah,  M.B.      25 

8.  Syphilitic  disease  (F)  of  the  ascending  aorta  and  sigmoid 

valves  By  P.  H.  Pye-Smith,  M.D.      26 

9.  Atresia  of  the  pulmonary  artery     (Card  specimen) 

By  Cybil  Ogle,  M.B.      28 

10.  Embolism  of  the  coronary  artery     (Card  specimen) 

By  Cybil  Ogle,  M.B.      29 

11.  Aneurysm  of  the  right  inferior  thyroid  artery ;  abnormal 

distribution  of  vessels     (Card  specimen) 

By  John  E.  Lttnn      80 

12.  Cured  aneuiysm  of   the  external  iliac   artery     (Card 

specimen)  By  Douglas  Dbew      82 

13.  Buptureof  the  inner  coat  of  the  abdominal  aorta    (Card 

specimen)  By  Abthtib  Voelckeb,  M.D.      33 


IV.  DISEASES,  ETC.,  OP  THE  ORGANS  OP  DIGESTION. 

1.  Malignant  disease  of  the  tonsil    (Card  specimen) 

By  Lennox  Bbownb      34 

2.  Congenital  occlusion  of  the  oesophagus    (Card  specimen) 

By  BiLTON  POLLABD,  B.S.        86 
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3.  Simple  dilatation  of  the  oesophagus 

By  H.  D.  EoLLBSTON,  M.D.      37 

4.  Diphtheria  of  the  oesophagus     (Card  specimen) 

By  E.  W.  GooDALL,  M.D.      39 

5.  Sarcoma  of  the  oesophagus  By  Cybil  Ogle,  M.B.      40 

6.  Extensiye  malignant  ulceration  of  the  oesophagus 

By  J.  H.  Tarobtt,  M.S.      41 

7.  Epithelioma  of    the  oesophagus   invading  the   trachea 

and  left  bronchus;  extensive  cystic  degeneration  of 
the  secondaiy  deposits  in  the  liver  and  stomach 
(Card  specimen)        By  Abthtjb  F,  Voelckbb,  M.D.      48 

8.  Epithelioma  in  an  oesophageal  pouch 

By  G.  Nbwton  Pitt,  M.D.      44 

9.  Dilatation  of  the  stomach    (Card  specimen) 

By  R.  G.  Hebb,  M.D.      46 

10.  Multiple  polypi  of  stomach  and  intestine 

By  William  Gollibb,  M.D.      46 

11.  Tuberculous  ulceration  of  the  ileum  with  perforation 

(Card  specimen)  By  Hugh  Walsham,  M.B.      47 

12.  A  diverticulimi   ilei  of    unusual  length    and    position 

(Card  specimen)  By  Bilton  Pollabd,  B.S.      47 

13.  A  diverticulimi  ilei  attached  to  the  mesentery     (Card 

specimen)  By  Hugh  Walsham,  M.B.      48 

14  Caseous  mass  attached  to  the  csecimi    (Card  specimen) 

By  Hugh  Walsham,  M.B.      48 

15.  Three  cases  of  ulcerative  appendicitis 

By  WiLLLAJC  Htjntbb,  M.D.      49 

16.  A  vermiform  appendix  eight  inches  long  containing  a 

concretion    (Card  specimen)    By  W.  J.  Tyson,  M.D.      51 

17.  Mucous  casts    of    the  large   intestine,    passed    diuring 

several  months,  in  a  case  of  cancer  of  the  colon,  with 
great  hypertrophy  of  the  bowel  above  the  seat  of 
stricture  By  P.  H.  Ptb-Smith,  M.D.      52 

18.  Extensive  ulceration  of  the  large  intestine  in  a  case  of 

enteric  fever     (Card  specimen) 

By  Abthxte  F.  Voelckbb,  M.D.      54 

19.  The  parts  concerned  in  the  radical  cure  of  inguinal 

hernia  six  months  after  the  operation 

By  Henet  T.  Butlin      54 
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20«  The  parts  concerned  in  the  radical  cure  of  inguinal 
hernia  two  years  after  the  operation 

By  James  Bebby,  B.S.      56 

21*  Case  of  infantile  hernia  on  which  radical  cure  was  per- 
formed (MacEwen's  method) ;  death  five  days  after 
operation  By  C.  H.  QoLDiNa-BiBD      56 

22.  Case  of  hour-glass  constriction  of  the  sac  of  a  femoral 

hernia 
By  Macpheeson  Laubie  (per  J.  H.  Tabgett,  M.S.)       59 

23.  Pedunculated  cysts  pendent  within  a  hernial  sac 

By  C.  B.  LocKwooD      61 

24.  Tuberculous  liver  with  lardaceous  disease    (Card  speci- 

men) By  Hugh  Walsham,  M.B.      66 

25.  Circumscribed  fatty  patches  in  the  liver     (Card  speci- 

men) By  F.  Pabkes  Webeb,  M.D.      65 

26.  Perihepatitis ;  thrombosis  of  inferior  vena  cava  at  point 

of  entry  of  hepatic  veins  ;  ascites  and  great  varicosity 
of  superficial  veins  over  anterior  thoracic  and  abdo- 
minal parietes     (Card  specimen) 

By  Fbedebick  Willcocks,  M.D.      67 

27.  Loose  body  in  a  depression  on  the  convex  surface  of  the 

Uver     (Card  specimen)      By  H.  D.  Bolleston,  M.D.      68 

28.  The  relation  of  biliaiy  calculi  to  malignant  disease  of  the 

liver  and  gall-bladder  By  Cecil  F.  Beadles      69 

29.  Gkdl-stone  impacted  in  the  small  intestine ;  removal  by 

laparotomy  By  J.  Hutchinson,  jun.      94 

30.  Acute  tuberculosis  of  spleen  ;  splenectomy ;  recovery. 

By  C.  H.  Mabbiott  (per  J.  H.  Tabgett,  M.S.)       96 

31.  Hsemorrhage  near  pancreas  with  fat   necrosis      (Card 

specimen)  By  Ctbil  Ogle,  M.B.      98 

32.  A  8X)ecimen  illustrating  a  rare  method  of  formation  of 

intra-abdominal  bands  By  J.  Hutchinson,  jun.     100 

33.  Calculi  of  calcium  oxalate  from  a  cyst  of  the  pancreas 

By  Samuel  G.  Shattock     101 
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V.  DISEASES  OP  THE  GENITO-URINARY  ORGANS. 

PAGB 

1.  Atrophy  of  the  kidney  from  stricture  (?  congenital)  of 

the  ureter     (Card  specimen) 

By  G.  Newton  Pitt,  M.D.    113 

2.  Case  of  large  white  kidneys  with  thrombosis  of  the 

renal  veins  and  the  inferior  vena  cava     (Card  speci- 
men) 

By  Theodobe  Fisheb,  M.D.  (per  J.  H.  Taboett, 

M.S.)     113 

3.  Case  of  bilateral  sarcoma  of  the  hilum  of  the  kidney 

(Card  specimen) 
By  Theodobe  Fisheb,  M.D.  (per  J.  H.  Tabobtt, 

M.S.)     115 

4.  Diffuse  symmetrical  lympho-sarcomatous  infiltration  of 

the  kidneys  of  a  child ;  with  deposits  in  the  csecum, 
diaphragm,  4&c.     (Card  specimen) 

By  P.  Pabkes  Webeb,  M.D.     117 

5.  Large  sarcoma  of  the  kidney.     (Card  specimen) 

By  J.  D.  Malcolm    119 

6.  Adrenal  tumours  of  the  kidney     [With  Plate  11] 

By  J.  H.  Taboett,  M.S.    122 

7.  Epithelioma  of  the  ureter  causing  hydronephrosis 

By  Hbnbt  Rtjndle,  F.R.C.S.  (per  J.  H.  Tabobtt, 

M.S.)     128 

8.  A  case  of  spontaneous  fracture  of  uric  acid  calculi 

By  Chables  B.  Plowbight,  M.D.  (per  W.  M.  Obd, 

M.D.)     132 

9.  Case  of  congenital  deficiency  of  the  abdominal  muscles, 

with  dilatation  and  hypertrophy  of  the  bladder  and 
ureters  By  Leonabd  Guthbie,  M.D.     139 

10.  Case  of  lymph-scrotum     [With  Plate  HI] 

By  Johnson  Smith    145 

11.  Diffuse  interstitial  syphilitic  orchitis 

By  H.  Betham  Robinson,  M.S.    146 

12.  A  dermoid  tumour  of  the  testis 

By  J.  Jackson  Clabke,  M.B.    148 

13.  Malignant  tumour  of  the  spermatic  cord  (?  carcinoma) 

By  John  H.  Moboan    150 
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14.  Case  of  glandular  enlargement  of  the  prostate ;  excision 

of  both  testicles  eight  months  before  death. 

By  N.  Davies-Collby    152 

15.  Carcinoma  of  the  prostate     (Card  specimen) 

By  R.  G.  Hebb,  M.D.     154 

16.  Diverticula  of  the  bladder  associated  with  vesical  growths 

[With  Plates  IV,  V,  VI]        By  J.  H.  Tabobtt,  M.S.     155 

17.  Primary  colloid  carcinoma  of  bladder     (Card  specimen) 

By  H.  C.  Shabp,  M.D.  (per  J.  H.  Tabgbtt,  M.S.)     168 

18.  Case  of  primary  sarcoma  of  the  vagina  in  a  child,  asso- 

ciated with  multiple  polypi    By  D'Abcy  Powbe,  M.B.    169 

19.  Uterus  imicomis  with  congenital  malposition  of  the  right 

kidney    (Card  specimen) 

By  Abthub  Voblckeb,  M.D.    173 


VI.  DISEASES,  ETC.,  OF  THE  ORGANS  OF  LOCOMO- 
TION. 

1.  Traumatic  separation  of  the  epiphysis  of  the  great  tro- 
chanter   (Card  specimen)       By  J.  Hutchinson,  jun.    174 
2.^01d  injury  of  humerus  from  an  Egyptian  mummy 

By  J.  H.  Tabgbtt,  M.S.    174 
8,  The  pathology  of  hypertrophic  pulmonary  osteo-arthro- 
pathy     [With  Plate  VTE] 

By  William  Thobbttbn  and  F.  H.  Wbstmacott    177 
4.' Case  of  osteitis  deformans 

By  F.  J.  FiBLDBB  (per  J.  H.  Tabgbtt,  M.S.)  190 
Discussion  on  Non-suppxjbativb  Ankylosis  op  Joints. 
By  Mr.  William  Andbbson,  Sir  Geobob  M.  Hitmphbt, 
Mr,  HowABD  Mabsh,  Mr.  Davibs-Collbt,  Mr.  Gbip- 
FiTHS,  Mr.  D'Abct  Powbb,  Mr.  C.  A.  Mobton,  Mr. 
Jackson  Clabkb,  and  Mr.  Tabgbtt  198 — 222 
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Vn.  DISEASES,  ETC.,  OP  THE  DUCTLESS  GLANDS. 

PAOB 

1.  Cystic  accessory  thyroid  body     [With  Plate  IX] 

By  Walter  Edmttnds    223 

2.  Accessory  thyroid  body  By  Ctbil  Ogli,  M.B.    224 

3.  Sequel  of  a  case  of  cystic  accessory  thyroid  body  in 

which  four  operations  for  recurrence  were  performed 

in  the  course  of  six  years         By  Abthub  E.  Babkeb    225 

4.  Multiple  exogenous  adenomata  of  the  thyroid  body 

By  Samuel  G-.  Shattook    231 

5.  On  the  transformation  of  solid  thyroid  adenomata  into 

cysts  By  James  Bebbt,  B.S.    234 

6.  Further  obserrations  and  experiments  on  the  pathology 

of  Grayes's  disease     [With  Plates  Vm  and  IX] 

By  Walteb  Edmuitds    235 


Vni.   DISEASES,  ETC.,  OF  THE  SKIN. 

1.  Crateriform  ulcer  of  face    (Card  specimen) 

By  H.  D.  EoLLESTON,  M.D.    240 

2.  Two  simultaneous  squamous-celled  carcinomata     (Card 

specimen)  By  H.  D.  Bolleston,  M.D.    241 

3.  An  anomalous  tumour  (?  adenoma)  of  sebaceous  glands 

[With  Plate  XH,  fig.  a.] 

By  H.  D.  BoLLESTOK,  M.D. 


IX.  MOEBID  GROWTHS. 


1.  Saponifying  necrosis  in  a  Upoma  of  the  thigh     (Card 

specimen)  By  Samuel  G.  Shattook    246 

2.  Saponifying  necrosis  in  a  lipoma  of  the  breast    (Card 

specimen)  By  J.  H.  Tabgett,  M.S.    248 

8.  Encysted  fatty  concretions  in  a  breast  affected  by  chronic 
mastitis  By  W.  Watxihs-Pitchfobd,  M.B.  (per 

S.  G.  Shattook)    249 
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4.  Macrodactjly  due  to  diffuse  lipoma 

By  EoBBBT  Jones  (per  D'Abcy  Powbb)    252 

5.  Osteomata  from  the  scalp     (Card  specimen) 

By  Sydney  Jones    255 

6.  Lymphangioma    cavemosum   from  the  parotid   r^on 

(Card  specimen)  By  H.  Bbtham  Eobinson,  M.S.    255 

7.  Loose  bodies  from  a  subdeltoid  bursa    (Card  specimen) 

By  J.  Jackson  Clabke,  MJB.    257 

8.  Syphilitic  lesions  of  lymphatic  glands 

By  J.  Jackson  Clabke,  M.B.    257 

9.  The  non-existence  of  "round-celled  sarcoma''  as  a  dis- 

tinct class  of  new  growths    By  Hbbbebt  Snow,  M.D.    259 

10.  Chondrifying  sarcoma  of  the  humerus  following  upon  a 

fracture  By  Samuel  G-.  Shattook    261 

11.  Sarcoma  of  mamma  containing  multinuclear  giant-cells 

(Card  specimen)     [With  Plate  11,  fig.  a] 

By  H.  D.  EoLLESTON,  M.D.    267 

12.  Case  of  (?)  metastatic  sarcoma  of  both  breasts ;  multi- 

nucleated giant-cells  in  the  growth    (Card  specimen) 

By  E.  L.  Fox  (per  J.  H.  Tabobtt,  M.S.)     269 

13.  Secondary  sarcomatous  growth  in  the  mamma     (Card 

specimen)  By  H.  D.  Bolleston,  M.D.    272 

14.  Three  cases  of  carcinomatous  cyst  of  the  breast 

By  Chabtbes  J.  Symonds,  M.S.    273 

15.  Carcinomatous  cyst  of  the  breast    (Card  specimen) 

By  W.  S.  Spbent  (per  J.  H.  Tabobtt,  M.S.)     277 

16.  Carcinomatous  cysts  of  the  breast 

By  Cecil  F.  Beadles    278 

17.  Carcinoma  of  the  mamma  associated  with  a  large  cyst 

(Card  specimen)  By  H.  D.  Bolleston,  M.D.    284 

18.  Cystic  disease  of  both  breasts,  with  scirrhus  carcinoma 

in  the  right  breast       By  H.  Bbtham  Bobinson,  M.S.    285 

19.  Hsemorrhagic  duct-cancer  of  the  breast     (Card  speci- 

men) 

By  Euthbbfobd  Mobison  (per  J.  H.  Tabgett,  M.S.)     288 

20.  Malignant  tumour  from  ischio-rectal  region  of  a  fox 

terrier     (Card  specimen)  By  C.  S.  Wallace    290 

21.  On   sarcomata  of  the  bladder  and  their  classification 

[With  Plates  V,  X,  XI]  By  J.  H.  Tabgett,  M.S.    291 
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X.  MISCELLANEOUS  COMMUNICATIONS. 

PAGE 

1.  Acute  nephritis  due  to  oxalic  acid  poisoning 

By  W.  Hale  Whitb,  M.D.    312 

2.  Notes  on  the  occurrence  of  large  quantities  of  hsemato- 

porphjrin  in  the  urine  of  patients  taking  sulphonal 
By  Abchibald  E.  Gabbod,  M.D.,  and  F.  Gowland 

Hopkins,  M.B.    316 

3.  On  the  xerosis  bacillus     [With  Plate  XV] 

By  J.  Etbb,  M.D.    334 

4.  Diphtheria  and  pseudo-diphtheria  bacilli 

By  E.  A.  Pbtebs,  M.D.    845 

5.  Diphtheria  bacilli  in  a  cultivation  from  the  throat  twenty- 

two  weeks  after  the  primary  attack ;  bacilli  markedly 
virulent    (Card  specimen)  By  E.  T.  Hewlett    360 

6.  The  escape  of  diphtheria  bacilli  into  the  blood  and  tissues 

By  A.  A.  Kanthack  and  J.  W.  W.  Stephens    361 
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SESSION     1895-1896. 


I.  DISEASES,  ETC.,  OF  THE  NERVOUS  SYSTEM. 

1.  Case  of  syphilitic  gummata  of  the  brain. 
By  Cecil  F.  Beadles. 

THE  patient,  aged  28,  was  admitted  into  Colnej  Hatch  Asylum  in 
a  state  of  acute  mania.  He  had  been  a  'bus  driver,  but  for- 
merly a  soldier,  and  was  invalided  home  &om  India  four  years 
before  with  enteric  fever.  While  there  he  had  contracted  syphilis, 
and  now  exhibited  signs  of  having  had  the  disease  very  severely, 
being  scarred  all  over  the  back,  arms,  legs,  and  feet.  He  was 
greatly  run  down  in  health,  and  was  much  emaciated.  There  were 
no  signs  of  heart  or  lung  disease. 

His  mental  state  had  existed  for  two  weeks,  and  he  had  been  so 
restless  and  excited  that  confinement  in  a  padded  room  had  been 
necessary,  and  he  was  brought  to  the  asylum  in  a  strait  jacket :  for 
some  days  past  he  had  taken  but  little  food.  There  was  no  history  of 
insanity  in  the  family. 

When  seen  he  was  quite  incoherent  and  extremely  restless ;  he 
was  said  to  have  delusions  of  being  mesmerised,  was  dead  at  one 
moment,  and  the  Prince  of  Wales  the  next,  but  it  was  impossible 
now  to  make  out  anything  of  the  kind.  After  his  admission  he 
continued  in  the  same  restless  state,  throwing  himself  about,  not 
sleeping  at  night,  but  shouting  and  singing  and  refusing  his  food. 
It  was  necessary  to  feed  him  by  the  oesophageal  tube  on  several 
occasions.  Large  doses  of  bromide  and  chloral  produced  no  effect. 
A  half -grain  of  hyoscyamine  entirely  failed  to  give  sleep,  and  it  was 
only  after  one  grain  hypodermically  that  slight  rest  was  obtained. 

At  the  end  of  a  fortnight  he  quieted  down  a  little,  took  his  food 
better,  and  got  out  of  doors,  but  he  continued  to  throw  himself 
about,  and  was  greatly  addicted  to  masturbation  :  he  continued  on 
bromide  night  and  morning.      A  couple  of  weeks  later  he  was 
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placed  on  an  iron  tonic  and  gained  somewhat  in  strength,  but 
there  was  no  sign  of  mental  improvement ;  he  remained  qtiite  incohe- 
rent. He  was  always  able  to  walk,  and  there  was  no  sign  of  para- 
lysis, although  general  weakness. 

Just  short  of  three  months  from  his  admission  he  had  what 
seemed  to  be  a  hsemorrhagic  seizure.  After  washing  himself  in  the 
morning  he  suddenly  fell  down,  became  unconscious  and  blue  all 
over;  within  half  an  hour  he  had  recovered  consciousness,  said 
he  felt  better,  and  there  was  no  indication  of  paresis.  An  hour 
later  he  again  relapsed  into  unconsciousness  and  lay  quiet,  except 
for  foaming  at  the  mouth,  was  of  a  natural  colour,  pulse  very  slow 
and  intermittent,  and  scarcely  felt  at  apex ;  right  pupil  widely 
dilated,  left  contracted  to  a  pin's  point.  Eight  hours  later  he  was 
breathing  quietly,  pulse  had  slightly  improved,  both  pupils  widely 
dilated  and  equal.  He  died  fourteen  hours  from  the  onset  of  the 
attack,  not  having  again  recovered  consciousness. 

After  death  there  was  found  a  very  slight  degree  of  atheroma  of 
the  cardiac  valves  and  of  the  aorta ;  a  deep  scar  existed  on  the 
surface  of  the  spleen,  and  the  kidneys  were  hard  and  slightly 
granular,  but  not  reduced  in  size.  The  membranes  of  the  brain 
were  only  slightly  thickened,  and  the  blood-vessels  were  fairly 
healthy.  Beneath  the  right  frontal  lobe  about  its  centre  a  hard 
mass  could  be  felt ;  it  did  not  project  externally.  This  readily  sepa- 
rated from  the  brain  substance,  and  was  found  to  be  a  small 
tumour,  firm,  of  darker  colour  than  the  brain  tissue,  three  quarters 
of  an  inch  in  diameter,  and  connected  with  the  pia  mater. 

The  brain  throughout  was  softer  than  natural,  but  the  floor  of 
the  lateral  ventricle  on  the  left  side  with  the  whole  of  the  basal 
ganglia  was  f oimd  in  an  excessively  softened  and  disorganised  state. 
This  half  of  the  ventricle  was  more  dilated  than  the  right,  and  the 
hemisphere  had  a  generally  swollen  appearance.  On  making  ver- 
tical sections  through  the  lower  part  of  the  left  hemisphere  there 
was  discovered  a  second  tumour,  of  similar  appearance  and  size  to 
the  other.  It  was  situated  at  the  inner  and  lower  part  of  the 
lenticular  nucleus  on  a  level  inmiediately  in  front  of  the  optic  com- 
missure, and  was  closely  connected  with  the  middle  cerebral  artery. 

Microscopically  these  growths  were  granulomata,  composed  of 
roimd-cell  infiltration  with  areas  of  caseation  and  necrotic  tissue, 
and  were  imdoubtedly  syphilitic  gummata. 

Now,  notwithstanding  the  frequency  of  syphilis  as  a  cause  of 
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insanity — a  frequency,  however,  which  in  this  country  we  do  not 
recogmse  as  anything  like  so  great  as  do  alienists  upon  the 
Continent,  especially  in  the  production  of  general  paralysis, — 
we  rarely  discover  gummatous  growths  in  the  brain  after  death ;  in 
&ct,  the  rarity  with  which  they  are  found  is  almost  phenomenal  I 
have  been  able  to  look  over  the  poBt-mortem  notes  recording  the 
conditions  present  in  the  brain  of  4000  insane  persons,  and  in  only 
five  instances  is  it  stated  that  gummata  were  present.  In  the  forty 
instances  of  all  varieties  of  intra-cranial  growths  mentioned  there 
are  possibly  a  couple  more  of  doubtful  cases  that  may  have  been  of 
syphilitic  origin.  It  is  possible  that  in  some  instances  gummata 
may  disappear  entirely,  but  from  the  above  figures  it  is  highly  pro- 
bable that  gummatous  growths  are  even  rarer  than  is  usually  sup- 
posed, and  symptoms  referred  to  their  presence  may,  in  fact,  be  due 
to  changes  in  the  vessels  and  membranes,  or  to  their  secondary 
effects  on  the  nervous  tissue. 

January  7th,  1896. 


2.  Psammoma  of  the  dura  mater.     ( Card  specimen,) 

By  J.  H.  Taboett,  M.S. 

THB  specimen  consists  of  a  rounded  tumour  removed  from  the 
parietal  lobe  of  a  left  cerebral  hemisphere.  It  measures  3 
inches  in  diameter,  and  weighs  8i  oz.  The  external  surface  is 
markedly  lobulated  all  over  except  superiorly,  where  it  is  much 
flattened  and  intimately  blended  with  the  dura  mater,  having  in- 
d^ited  the  parietal  bone  by  presstire.  Portions  of  the  cerebral 
cortex  and  pia-arachnoid  membrane  are  firmly  adherent  to  the  sur- 
face of  the  tumour,  and  in  the  deep  grooves  between  its  lobules. 
The  cut  surface  shows  that  the  substance  of  the  growth  is  chiefly 
composed  of  dense  fibrous  tissue  extensively  infiltrated  with  a  spongy 
calcareous  material. 

Microscopical  examination. — The  stroma  of  the  growth  is  composed 
of  nucleated  spindle-celled  tissue  well  supplied  with  vessels,  and  it 
may  be  described  as  fibrous  rather  than  sarcomatous.  Dispersed 
through  the  stroma  are  a  large  number  of  calcareous  bodies,  of 
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yarioiis  sizes  and  shapes.  These  are  so  numerous  that  thirty  or 
more  may  be  coimted  in  any  field  of  the  section.  The  majority  are 
rounded  or  oval  in  shape,  but  not  a  few  are  cut  longitudinally,  and 
thus  appear  as  irregular  or  branched  columns.  The  larger  bodies 
have  resulted  from  aggregation  of  the  smaller  ones ;  hence  their  cut 
surfaces  frequently  exhibit  the  outlines  of  the  component  nodules. 
Each  body  is  surroimded  with  nucleated  fibre  cells  in  the  form  of  a 
capsule.  Very  few  of  them  show  the  concentric  lamination  which 
is  usually  described.  The  process  of  development  of  the  bodies 
would  seem  to  be  the  deposition  of  small  homogeneous  calcareous 
particles  between  the  cells  of  the  stroma,  which  subsequently  adhere 
and  form  larger  bodies. 

History. — The  specimen  was  removed  from  a  woman  aged  67, 
who  died  suddenly  in  bed.  She  had  suffered  from  right  hemi- 
plegia for  nearly  twenty  years.  The  following  accotmt  of  the 
case  was  obtained  from  the  friends  of  the  deceased  by  Dr.  William 
Lee,  who  presented  the  specimen  to  the  College  of  Surgeons' 
Museum  (No.  3788b). 

"When  the  deceased  was  forty-eight  years  old  she  experienced 
the  sensation  of  pins  and  needles  in  the  left  foot  (the  tumour  was 
on  the  left  side  of  the  skull).  This  was  followed  in  a  day  or  two  by 
numbness  and  deadness  of  the  left  foot,  and  subsequently  by  signs 
of  an  apoplectic  stroke  affecting  the  right  side.  After  a  year's  ill- 
ness she  was  able  to  walk  a  little,  but  she  never  regained  the  use  of 
the  right  arm.  Since  that  occurrence  the  woman  had  always  been 
an  invalid,  but  had  been  better  on  the  whole  during  the  last  five 
years  of  life  than  in  the  preceding  ten  years.  Ultimately  she  be- 
came qxiite  helpless  as  regards  the  lower  extremities,  and  for  some 
months  before  death  she  had  to  be  lifted  in  and  out  of  bed  every 
day,  though  she  was  able  to  feed  herself.  The  patient  was  as  well 
as  usual  the  day  before  her  death :  she  wandered  a  little  in  her 
mind  when  she  was  put  to  bed,  but  fell  asleep  and  died  without 
waking." 

Dr.  Lee  first  saw  the  woman  on  October  1st,  1886,  when  she  had 
right  hemiplegia,  which  was  thought  to  be  due  to  a  left  cerebral 
haemorrhage.  The  paralysis  was  confined  to  the  right  side,  but  her 
daughter  was  qxdte  certain  that  the  symptoms  commenced  in  the 
left  foot.  She  was  attended  from  time  to  time  till  March,  1890,  and 
was  then  lost  sight  of.  Her  death  occurred  in  January,  1895,  at 
the  age  of  sixty-seven  years.  May  5th,  1896. 
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RESPIRATION. 

1 .  Traumatic  rupture  of  the  branch  of  the  right  bronchus  leading 
to  the  upper  lobe  of  the  lung ;  pneumothorax  and  sub' 
cutaneous  emphysema.     {Card  specimen.) 

By  Hectoe  W.  G.  Mackenzie,  M.D. 

THESE  is  a  longitudinal  rupture  about  a  third  of  an  inch  long  on 
the  upper  surface  of  the  branch  of  the  right  bronchus  leading 
to  the  upper  lobe  of  the  right  lung.  This  led  directly  into  the 
pleural  cavity,  and  was  attended  with  pneumothorax  and  complete 
collapse  of  the  whole  of  the  right  lung,  which  lay  at  the  lower  and 
posterior  part  of  the  cavity.  The  pleura  was  Uned  with  a  thick 
layer  of  inflammatory  lymph,  and  its  cavity  contained  about  a  pint 
of  turbid  brownish  fluid,  in  addition  to  air.  The  lesion  in  the 
bronchus  was  imaccompanied  by  any  injury  to  the  ribs,  although 
there  was  some  bruising  over  the  front  of  the  thorax,  with  sub- 
cutaneous effusion  of  blood.  The  bronchial  glands  below  the  bifur- 
cation of  the  trachea  were  enlarged,  and  partly  tubercular  and 
caseating.  The  affected  glands  were  not,  however,  near  the  rup- 
tured bronchus,  and  therefore  could  have  had  nothing  to  do  in  the 
way  of  predisposing  to  its  rupture.  There  were  two  other  injuries 
the  right  clavicle  being  dislocated  forwards  at  its  sternal  end,  and 
the  upper  epiphysis  of  the  right  himierus  being  completely  separated 
from  the  shaft  and  communicating  with  the  surface  through  a 
lacerated  wound  of  the  shoulder. 

The  specimen  is  from  a  boy  aged  12,  who  fell  off  a  van,  and 
was  run  over,  fourteen  days  before  death.  He  was  admitted  the 
same  day  to  the  hospital.  He  first  developed  subcutaneous  emphy- 
sema over  the  front  of  the  chest,  and  fracture  of  ribs  was  susp^ited 
although  no  crepitus  could  be  detected.  The  emphysema  spread  to 
the  neck  and  face,  and  then  gradually  subsided.  About  the  end  of 
the  first  week  signs  of  pneumothorax  on  the  right  side  were  clearly 
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made  out.  Aspiration  was  performed,  and  a  good  deal  of  air  was 
let  out  with  relief  to  the  patient.  The  improvement  was  onlj  tem- 
porary, and  the  patient  gradually  became  weaker  and  died. 

The  case  is  interesting  on  accoimt  of  the  rarity  of  rupture  of 
bronchus  without  rib  injury.  Dr.  EoUeston  records  a  case  of  com- 
plete rupture  of  the  right  bronchus  in  toI.  xlii,  and  Mr.  Sheild  a 
similar  case  of  rupture  of  the  left  in  vol.  xl  of  the  Society's 
'Transactions.'  In  both  these  instances  the  ribs  were  fractured, 
and  the  injuries  proved  almost  immediately  fatal.  It  is  diffi- 
cult to  explain  the  mechanism  of  rupture  in  the  case  where  the  ribs 
themselves  are  uninjured.  December  Srd,  1895. 


2.  Polypoid  growth  of  the  trachea. 
By  Cyril  Ogle,  M.B. 

THE  specimen  shows  the  larynx  and  trachea  of  a  child.  A  recent 
tracheotomy  wound  is  seen,  and  above  it  a  soft  round  growth, 
of  the  size  of  a  small  dried  pea,  projects  inwards  by  a  slender  pedicle 
from  the  anterior  wall  at  the  level  of  the  cricoid  cartilage.  Below 
the  woimd  a  scar  is  seen  on  the  inside  of  the  trachea  in  the  middle 
line. 

Clinical  history, — The  child,  aged  li  years,  was  admitted  for 
diphtheria;  tracheotomy  was  performed  for  laryngeal  dyspnoea. 
At  the  end  of  a  month  it  left  the  hospital  one  morning  apparently 
well,  but  was  readmitted  the  same  evening  in  a  moribund  condition 
with  stridor,  the  mother  stating  that  the  child  had  experienced  in 
the  afternoon  some  difficulty  of  breathing  of  spasmodic  nature ;  on 
a  recurrence  of  this  she  had  brought  it  back  to  the  hospital.  Although 
nearly  dead  tracheotomy  was  a  second  time  i>erformed,  but  the 
child  did  not  recover  its  breathing  \inder  artificial  respiration. 

The  growth  is  attached  by  a  very  fine  pedicle  at  the  seat  of  the 
original  tracheotomy  woimd.  It  seemed  at  first,  at  the  autopsy,  that 
this  was  not  the  case,  for  on  examining  the  trachea  just  below  the 
recent  tracheotomy  aperture  a  distinct  scar  is  seen  upon  the 
anterior  wall  of  the  tube :  but  the  original  tracheotomy  was  per- 
formed  high  up,  and  this  is  borne  out  by  the  presence  of  strong 
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adhesion  of  the  tissues  in  front  to  the  cricoid  and  upper  part  of  the 
trachea,  just  at  the  level  of  the  polypus;  so  that  the  lower  scar 
must  be  attributed  to  Tilceration  caused  by  the  end  of  the  old  trache- 
otomy tube.  I  have  recently  come  across  a  good  example  of  this 
condition  of  an  ulcerated  patch  covered  by  membrane  and  caused 
by  the  end  of  a  tracheotomy  tube,  and  this  I  have  placed  for 
comparison  beside  the  specimen  above  described. 

There  appears  to  be  no  doubt  that  the  child  had  laryngeal  diph- 
theria on  the  former  occaision.  The  obstruction  to  breathing  which 
caused  its  death  might  have  arisen  from  catarrhal  swelling  set  up 
by  cold  on  leaving  the  hospital,  with  consequent  impaction  of  the 
polypus  in  the  cartilaginous  ring  of  thyroid  and  cricoid :  there  may 
have  been  spasm  in  addition.  I  have  not  met  with  the  description 
of  a  similar  case,  and  I  should  be  glad  of  any  expression  of  opinion 
as  to  the  mode  of  origin  of  the  growth,  and  whether  it  can  be  attri- 
buted to  any  fault  in  the  performance  of  the  original  tracheotomy* 

March  17th,  1896. 

Beport  of  the  Morbid  Growths  Committee  on  Dr.  Cyril  Ogle's 
specimen  of  growth  of  the  trachea, — The  specimen  submitted  to  us 
consists  of  the  trachea  and  adjacent  parts  from  a  young  child. 
There  is  a  tracheotomy  woimd  commencing  about  a  quarter  of  an 
inch  from  the  upper  end  of  the  trachea,  and,  separated  from  the 
upper  end  of  this  wound  by  a  small  area  of  normal  mucous 
membrane,  is  a  minute  growth  the  size  of  a  large  pin*s  head* 
attached  by  a  very  slender  pedicle  to  the  mucous  membrane  in  the 
middle  line  upon  the  anterior  wall  of  the  trachea.  The  surface  of 
this  growth  is  smooth.  The  growth  and  the  surroimding  mucous 
membrane  were  removed,  and  sections  were  cut  in  paraffin  and 
stained  with  hsematoxylin.  These  sections  show  that  the  growth  is 
a  small  polypoid  tumour  with  a  smooth  surface,  consisting  of  loose 
fibrous  tissue  rich  in  vessels,  and  showing  no  trace  of  granulation 
tissue.  We  consider  the  growth  to  be  a  polypus,  and  do  not  think 
that  so  minute  a  tumour  in  this  situation  could  have  been  the  cause 
of  any  serious  symptoms  during  life.  Some  members  of  the 
committee  were  of  opinion  that  the  tumour  might  have  arisen  in 
connection  with  the  first  tracheotomy. 

Anthony  A.  Bowlbt. 

E.  G.  Hebb. 

S.  G.  8HATTOCK,  Chairman. 
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3.  A  case  of  pneumonomycosis. 
By  C.  J.  Abkle,  M.D.,  and  F.  Hinds,  M.D. 

[With  Plate  I.] 

HISTORY  OP  CASE. — The  patient  was  an  agricultural  labourer, 
aged  22,  whose  occupation  consisted  chiefly  in  leading  a  team 
of  horses  in  a  cart  in  one  of  the  healthiest  parts  of  Sussex.  He 
did  not  remember  any  preyious  illness. 

His  occupation  did  not  entail  any  great  exertion  or  the  lifting  of 
heavy  weights,  and  it  was,  of  course,  carried  on  in  the  open  air.  He 
did  not  play  any  musical  wind  instrument.  His  parents  were  both 
living,  and  his  family  history  was  very  good. 

Present  illness, — In  October,  1892,  he  walked  some  little  distance 
to  his  doctor's  house,  and  complained  that  he  bad  been  feeling 
"  poorly  "  and  suffering  from  shortness  of  breath  for  about  a  week. 
He  had  been  quite  strong  and  well  up  to  that  time. 

On  examination  it  was  noted : — He  is  much  cyanosed,  his  breath- 
ing is  very  short,  his  pulse  small — 80,  and  his  temperature  normal. 
The  chest  is  resonant  all  over,  and  the  breatb-sounds  are  well  heard, 
and  there  is  nothing  noteworthy  about  their  character.  The  cardiac 
didness  is  diminished,  and  the  impulse  of  the  heart  is  not  well  felt. 
There  is  no  mtirmur.  The  voice  is  dear  but  weak.  The  bowels  are 
regular  and  the  urine  normal.     The  dyspnoea  is  worse  on  exertion. 

Course  of  illness. — The  patient  gradually  became  worse,  and  was 
obliged  to  keep  his  bed,  and  he  had  from  time  to  time  several  severe 
attacks  of  dyspnoea  with  blueness. 

He  was  admitted  into  the  Worthing  Infirmary,  and  for  a  time 
seemed  somewhat  to  improve. 

In  December,  1892,  a  slight  deficiency  of  resonance  over  the  left 
back  was  noted,  but  in  other  respects  the  physical  signs  remained 
the  same. 

He  occasionally  had  some  pain,  first  on  one  side  and  then  on  the 
other,  and  at  times  his  temperature  was  slightly  febrile. 

In  January,  1893,  the  attacks  of  dyspnoea  became  more  frequent ; 
they  lasted  about  half  an  hour,  and  seemed  to  be  relieved  by 
stimulants,  but  in  one  of  these  attacks  he  died,  on  January  26th, 
1893.     As  a  rule,  he  had  been  able  to  lie  down  and  rest,  and  only 
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when  the  attacks  of  severe  dyspnoea  occurred  did  be  assume  the 
sitting  position,  leaning  somewhat  forward. 

Post-mortem. — Body  fairly  well  nourished.  When  the  sternum 
was  removed  both  lungs  bulged  up  into  the  opening ;  the  heart  was 
almost  entirely  covered  by  lung.  Both  lungs  had  very  large 
emphysematous  bullfie  upon  them.  The  left  lung  was  free  from 
adhesions,  and  the  hand  passed  between  it  and  the  parietal  pleura 
easily  separated  the  lung  from  the  chest  wall.  The  right  lung  was 
adherent  along  the  front  to  the  chest  wall  by  loose  but  strong 
adhesions,  and  when  these  were  carefully  broken  through  and  the 
hand  passed  to  the  back  of  the  limg,  which  was  free  from  adhesion, 
there  was  a  sudden  escape  of  air,  and  the  lung  fell  back  into  the 
cavity  of  the  chest,  suggesting  that  possibly  a  pneumothorax  had 
been  opened. 

When  removed  both  lungs  were  enormously  enlarged ;  some  of 
the  bullffi  at  the  apices  and  along  the  anterior  borders  were  as  large 
as  a  pigeon's  egg.  Over  the  back  of  the  left  lung  the  pleura  was 
thickened  and  opaque.  On  section  the  limg  appeared  much  more 
fleshy  and  coarser  than  is  usual.  The  other  viscera  were  healthy. 
The  left  limg  was  moderately  distended  to  its  original  size  with  air 
and  carefully  dried.  Sections  made  through  the  organ  thus 
preserved  show  a  most  extreme  degree  of  emphysema  which  is 
universally  distributed. 

The  emphysema  itself  shows  the  ordinary  appearances  of  the 
disease  in  a  severe  form.     The  limg  is  somewhat  darkly  pigmented. 

A  portion  of  the  right  lung  which  had  been  preserved  in  Miiller's 
flxdd  was  examined  carefully:  to  the  naked  eye  it  presented  an 
unusual  appearance ;  it  was  extremely  fleshy,  and  resembled  very 
closely  a  piece  of  sponge  with  many  minute  cavities  and  specks 
dotted  upon  its  cut  surface.  There  was  no  sign  of  any  decom- 
position about  the  hardening  agent,  or  of  any  growth  of  mould  in 
it  or  upon  its  surface. 

Sections  were  made  and  stained  with  logwood,  and  they  presented 
the  following  appearances. 

The  lung  is  greatly  disorganised  in  places,  showing  small 
microscopic  cavities  with  breaking  down  of  the  substance  of  the 
organ.  The  waUs  of  the  pulmonary  alveoli  are  notably  thickened, 
as  also  are  the  small  bronchi.  In  many  places  the  limg  tissue 
woTild  hardly  be  recognised  as  such.  Much  pigment  is  deposited 
in  the  parenchyma  of  the  organ.     Scattered  throughout  the  lung. 
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and  lying  chiefly  where  the  structural  changes  are  most  marked,  is 
an  extensive  mycelial  growth. 

The  hyphfle  of  this  mycelium  are  for  the  most  part  delicate  and 
slender,  although  they  present  well-marked  varicosities  at  different 
points.  The  hyphse  are  jointed  and  branched,  and  here  and  there 
(apparently  when  a  bend  or  branch  is  viewed  end  on)  a  well-marked 
rounded  body  is  seen.  No  sign  of  fructification  can  be  made  out, 
which  adds  greatly  to  the  difficulty  of  identifying  the  fimgus ;  not 

Fig.  1. 


Fragments  of  a  jointed  mycelinm  seen  under  a  high  power.    There  are 
**  varicosities  "  and  ronnded  bodies,  bat  no  sign  of  f  rnctification. 

that  there  is  any  necessity  of  doing  so  if  the  mycelial  growth  i& 
recognised.  The  mycelium  lies  to  some  extent  in  small  cavities 
which  it  may  have  itself  produced.  In  some  cases  it  is  seen 
apparently  in  bronchioles,  but  by  far  the  larger  portion  is  lying  in 
the  walls  of  the  alveoli,  and  in  the  substance  of  the  lung  itself. 
In  most  places  definite  signs  of  vital  reaction  can  be  seen,  as 
evidenced  by  the  number  of  leucocytes, ,  and  large  cells  which 
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DESCRIPTION  OF  PLATE   I. 

Fig.  a  illustrating  Dr.  Norman  Moore's  paper  on  "An  Un- 
described  Form  of  HeBmatozoon."     (Page  384.) 

Blood  stained  with  eosin  and  methylene  blue,  and  seen  under  -j^^  in.  oil  imm. 
lens.  The  bromatozoon  with  projecting  processes  is  visible  within  a  red  cor- 
puscle. 

Fia.  B  illustrating  a  paper  by  Drs.  C.  J.  Arkle  and  P.  Hinds  on 
"  A  Case  of  Pneumonomycosis."     (Page  8.) 

Section  of  lung  tissue  under  a  low  power  (obj.  1  in.  Pillischor),  showing 
greatly  dilated  spaces  with  thick  fibrous  walls,  stained  with  logwood.  Mycelium 
is  present  everywhere,  and  in  places  there  is  much  pigment. 
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CASE   OF   PNEUMONOMTCOSIS.  11 

appear  to  be  phagocytes,  as  they  occasionally  contain  bits  of  the 
mycelium ;  and  this  fact  is  strong  evidence  that  the  fungus  was 
present  during  life.  In  one  or  two  places  near  the  periphery  of  the 
organ  the  mycelium  was  not  foimd,  and  the  limg  here  showed  signs 
of  an  early  interstitial  pneumonia. 

Sections  of  the  limg  were  very  kindly  examined  for  us  by 
Professors  Marshall  Ward  and  Oliver,  and  in  their  opinion  the 
presence  of  the  varicosities  seen  so  distinctly  on  the  mycelium 
make  it  almost  certain  that  the  growth  is  an  aspergillus. 

Remarks, — It  is  somewhat  unusual  for  a  healthy  young  man  of 
twenty-two  to  suddenly  develop  emphysema  without  apparent 
cause,  and  of  such  an  extreme  degree  that  it  proved  fatal  within 
four  months.  The  usual  exciting  causes  of  emphysema  were  all 
absent  in  this  case,  and  the  patient's  occupation  could  not  well 
have  been  healthier.  It  did  not  seem  likely  that  the  condition 
was  a  congenital  one,  for  the  patient  had  never  suffered  from 
dyspnoea  on  exertion  up  to  the  time  of  his  last  illness. 

It  is  evident  that  some  general  cause  affecting  the  whole  of  both 
lungs  could  alone  explain  the  condition,  and  up  to  the  time  of  the 
discovery  of  the  extensive  mycelial  growth  in>the  organs  an  idea 
was  entertained  that  some  trophic  nerve  lesion  perhaps  offered  the 
best  explanation  of  the  changes  found.  After  careful  microscopical 
examination,  however,  and  the  discovery  of  a  wide-spread  mycosis 
in  the  lungs,  we  are  inclined  to  think  that  this  somewhat  unusual 
emphysema  may  have  been  connected  with  the  growth  of  this  par- 
ticular mould. 

The  association  of  fungi  with  many  pathological  conditions,  both 
in  man  and  in  the  lower  animals,  has  long  been  recognised,  and 
every  day  fresh  observations  are  being  made  with  regard  to  these 
affections — observations  which  show  that  these  mycoses  are  by  no 
means  so  imcommon  or  so  innocent  as  has  been  supposed. 

In  the  majority  of  cases,  however,  the  growth  has  been  connected 
with  phthisical  cavities,  gangrenous  limg,  or  some  other  morbid 
process,  and  may  have  had  only  an  accidental  association  with  the 
results  of  these  cases. 

Virchow,  who  observed  the  condition  just  forty  years  ago,  gives 
a  resumi  of  all  previous  observations  up  to  1856,  and  mentions, 
amongst  other  cases,  those  of  Bennet  and  Qairdner  from  English 
records.  Both  these  observations  were  from  cases  of  phthisis  with 
pneumothorax.     His  own  cases  were  four  in  number  at  that  time 
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and  he  found  the  growth  three  times  in  the  lung  and  once  in  the 
larger  bronchi,  calling  the  conditions  broncho-  and  pneumono- 
mycosis  aspergiUina.  With  one  exception  a  destructive  process 
was  present  in  the  lungs,  generally  gangrenous;  in  two  cases 
there  was  marked  emphysema  and  a  notable  softening  of  the  tissues. 

Furbringer,  in  *  Virchow's  Archiv/  1876,  gives  references  to  all 
recorded  cases  between  Virchow's  and  his  own.  He  found  gangrene 
present  in  nine  out  of  eleven  cases.  In  such  cases  of  gangrene  it 
appears  that  Aspergillus,  LeptothriXj  Sarcina  ventriculi,  and  Mucor 
mucedo  have  been  found,  whilst  Oidium  albicans  has  been  seen  in 
cases  of  putrid  bronchitis. 

Penicillium  glaucnm  has  not  been  found.  Aspergillus  is  found  as 
a  rule  with  hcemorrhagic  infarction  or  pneumonia;  Leptothrix  in 
gangrene  from  pneumonia  and  bronchiectasis ;  Mucor  mucedo  in 
hsemorrhagic  infarcts  and  gangrene  from  exhaustion. 

In  the  Pathological  Society's  *  Transactions,'  vol.  v,  the  late 
Dr.  Bristowe  records  a  case  of  a  vegetable  parasite  growing  in  a  cavity 
in  the  lung  of  a  woman  who  was  supposed  to  be  phthisical ;  and 
Dr.  Wheaton  found  an  aspergillus  growing  in  a  tubercular  vomica. 

Boyce  has  given  sv  full  description  of  an  aspergillar  affection  of 
the  lung  in  a  patient  dying  of  heart  disease,  in  the  'Journal  of 
Pathology,*  vol.  i,  and  other  cases  have  from  time  to  time  been 
recorded. 

There  is  abundant  experimental  evidence  on  record  where  the 
spores  of  such  fungi  have  been  injected  into  the  circulation  in 
animals,  and  the  mycelium  discovered  subsequently  in  the  organs ; 
and  the  liability  of  birds  in  nature  and  captivity  to  such  affections 
is  also  well  known,  attention  being  called  to  this  condition  in  the 
case  of  birds  dying  at  the  Zoological  Gardens,  by  Bland  Sutton  in 
the  *  Path.  Trans.,'  vol.  xxxvi. 

A  paper  by  Chantemesse  at  the  International  Medical  Congress, 
1890,  contains  facts  concerning  a  class  of  people  in  Paris  who  are 
employed  in  feeding  pigeons,  and  who  suffer  from  phthisical  sym- 
ptoms probably  due  to  a  mycosis. 

The  practice  is  to  take  a  quantity  of  grain  into  the  mouth,  and 
after  chewing  it  to  impart  this  nourishment  to  the  pigeons  by 
spitting  it  into  their  crops. 

The  risks  attendant  on  such  a  procedure  are  very  evident,  as  it 
seems  quite  certain  that  grain  is  a  common  vehicle  for  these  moulds, 
and  indeed,  in  one  pigeon  examined,  the  mycelium  was  found 
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starting  from  a  grain  of  com  which  had  passed  into  an  air-cell. 
One  case  of  Chantemesse's  has  been  verified  poet  mortem. 

The  close  resemblance  of  an  afEection  like  the  one  we  have  de- 
scribed with  actinomycosis  is  of  interest ;  although  we  have  found 
nothing  more  than  a  mycelium,  and  lay  the  greatest  weight  on  Prof. 
Marshall  Ward*s  opinion  that  the  fungus  is  an  aspergillus,  yet  the 
mode  of  infection  by  the  respiratory  tract,  and  the  fact  that  it 
occurred  in  a  man  who  worked  amongst  straw  and  grain,  is  worth 
bearing  in  mind.  In  this  connection  the  probable  date  of  infection, 
so  far  as  can  be  judged,  would  roughly  correspond  with  harvest-time. 

The  case  differs  from  many  which  have  been  recorded,  in  that  the 
growth  appears  to  have  taken  place  in  otherwise  healthy  lungs,  and 
not  to  have  been  connected  with  any  antecedent  pathological  process. 

It  is  possible  that  the  growth  of  hyph»  in  the  walls  of  the  alveoli 
and  small  bronchi — or  by  the  growth  forming  small  microscopic 
cavities — there  may  have  been  produced  a  great  softening  of  the 
lung  tissues,  which  would  greatly  diminish  the  resistance  and  elas- 
ticity of  the  organ,  and  so  lead  to  the  remarkable  over-distension 
which  has  occurred. 

In  conclusion,  we  think  the  emphysema,  both  in  its  origin  and 
course,  an  unusual  one ;  that  the  occurrence  of  a  mycelial  growth 
throughout  an  otherwise  healthy  lung  is  uncommon ;  and  we  suggest 
that  its  existence  there  offers  perhaps  the  best  explanation  of  the 
condition  found  in  the  lungs,  at  any  rate  to  justify  us  in  bringing 
the  case  before  this  Society. 

Fneumonomycosis  bibliography. — Virchow. — *Archiv  fur  pathc 
Anat.,'  vols,  ii  and  x,  1856.  Furbringer. — *  Virchow's  Archiv,*  vol. 
Ixvi,  1876.  Wilson  Fox. — 'Diseases  of  the  Lungs,'  p.  4^7,  and 
references.  Boyce, — *  Journal  of  Pathology,'  vol.  i,  and  references. 
Chantemesse. — *  Eep.  Int.  Med.  Cong.  Berlin,'  1890.  Blaifid  Sutton. 
— *  Path.  Soc.  Trans.,'  vol.  xxxvi.  Bennett. — *  Trans,  of  the  Eoy. 
Soc.  Edin.,'  1842,  vol.  xv,  2,  p.  277.  Oairdner.—*Edhi.  Month. 
Journal,'  1853,  p.  472.  Wheaton.—' Feith.  Trans.,'  voL  xli. 
Bristowe. — 'Path.  Trans.,'  vol.  v.  Chavntz. — "XJeber  Schimmel- 
vegetationen  in  thier.  Org.,"  '  Virchow's  Archiv,'  vol.  Ixxxi.  Bobin. 
— *Histoire  naturelle  des  vegetaux  Parasites  qui  croissent  sur 
I'homme  et  sur  les  animaux  vivants,'  1853.  Baumgarten. — 
'  Lehrbuch  der  pathologischen  Mykologie,'  1886-90. 

3fay5^^,1896. 
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III.    DISEASES,   ETC.,   OF  THE   ORGANS  OF 
ClfiCULATION. 

1.  Heart  from  a  fatal  case  of  angina  pectoris^  with  thrombosis 
of  the  right  coronary  artery,     {Card  specimen.) 

By  F.  Pabkes  Webkb,  M.D. 

THE  heart  weighed  16  oz.  at  the  post-mortem  examinatioii.  There 
are  no  valvular  lesions,  but  the  channel  of  the  right  coronary 
artery  is  obliterated  by  organised  thrombus  at  about  2  J  inches  from 
its  orifice  for  a  space  of  about  1  inch.  Though  the  left  coronary 
artery  is  not  thrombosed,  the  lumen  of  its  main  trunk  is  very  much 
narrowed  by  atheromatous  changes  at  about  2  inches  from  the 
orifice.  The  specimen  thus  confirms  the  view  that  "  true  "  angina 
pectoris  is  caused  by  chronic  obstruction  in  the  supply  of  blood  to 
the  heart  muscle,  the  obstruction  making  itself  felt  by  an  attack 
of  angina  pectoris  when  for  any  cause  the  heart  is  called  upon  to  do 
extra  work. 

When  the  heart  was  first  removed,  a  patch  of  the  wall  of  the  left 
ventricle,  of  the  size  of  a  shilling,  situated  at  about  the  middle  of 
the  posterior  surface,  was  somewhat  paler  in  appearance  and  more 
easily  indented  with  the  finger  than  the  rest  of  the  heart  wall. 
Microscopic  sections  show  an  extreme  fibroid  localised  degeneration 
of  the  muscular  substance  (a  stage  of  myomalacia  cordis),  affecting 
the  whole  thickness  of  the  ventricular  wall  at  this  spot.  This 
degenerated  portion  was  thinner  than  the  surrounding  parts  of  the 
ventricular  wall. 

If  the  man  had  lived  much  longer  he  would  probably  have  had  a 
cardiac  aneurysm  at  this  spot.  A  microscopic  section  £rom 
another  portion  of  the  heart  wall  shows  only  very  slight  fibroid 
change. 

History. — G.  T— ,  aged  56,  a  baker,  a  native  of  Wiirtemberg,  was 
admitted  at  the  German  Hospital,  Dalston,  October  22nd,  1895. 
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Patient  was  a  big  man  with  a  tolerable  amount  of  subcutaneous 
fo.t,  who  had  been  in  the  habit  of  taking  much  beer.  During  last 
winter  he  was  an  in-patient  at  the  German  Hospital  imder  my  care, 
suffering  from  chronic  pidmonary  tuberculosis,  chronic  bronchitis 
with  emphysema,  and  albuminuria.  The  physical  signs  of  advanced 
tuberculous  lesions  in  the  lungs  were  very  distinct,  though  the  general 
clinical  aspect  of  the  case  was  rather  that  of  chronic  bronchitis  and 
emphysema.  At  that  time  patient  had  no  attacks  of  angina  pectoris. 
He  improved  somewhat  under  treatment.  On  October  22nd,  1895, 
patient  was  readmitted  suffering  from  angina  pectoris.  Symptoms 
were  somewhat  relieved  by  the  inhalation  of  nitrite  of  amyl.  There 
was  no  fever  or  sign  of  active  progress  of  his  pulmonary  tuber- 
cidosis.  On  November  10th  patient  died  during  one  of  the  attacks 
of  angina  pectoris. 

A  necropsy  was  made  on  the  following  day.  Lungs :  old  pleuritic 
adhesion,  especially  on  the  right  side.  Extensive  tuberculous 
lesions  in  the  limgs,  some  old,  some  recent.  The  heart  has  already 
been  referred  to.  There  was  some  atheroma  of  the  aorta.  Liver 
weighed  80  oz.  There  were  a  few  calculi  in  the  gall-bladder, 
and  a  few  peritoneal  adhesions  over  the  surface.  Spleen :  remains 
of  old  perisplenitis.  Kidneys :  the  capsiQes  stripped  readily,  but 
left  a  somewhat  granular  surface,  and  the  gland  substance  was 
slightly  shrunken. 

Judging  firom  the  new  blood-vessels  in  the  thrombosed  portion  of 
the  right  coronary  artery,  it  is  evident  that  the  clot  was  not  quite 
recent.  It  may  have  existed  before  the  attacks  of  angina  pectoris 
commenced ;  and  the  anastomosis  between  the  right  and  left  coronary 
arteries,  which  was  formerly  denied  by  anatomists,  but  which  has 
been  abimdantly  proved  by  injection  of  the  vessels  after  death  to  be 
present  in  most  cases,  may  have  been  for  some  time  sufficient  to 
maintain  the  nutrition  of  that  portion  of  the  heart  muscle  supplied 
by  the  right  coronary  artery.  According  to  this  explanation,  the 
lumen  of  the  left  coronary  artery  afterwards  becoming  diminished, 
the  increased  difficulty  in  the  supply  of  blood  to  the  heart  wall 
caused  at  first  the  attacks  of  angina  pectoris,  and  then  the  patient's 
death.  At  any  rate  we  may  assume  that  the  disease  in  either  of  the 
coronary  arteries  by  itself  was  probably  not  sufficient  to  give  rise 
to  fatal  angina  pectoris. 

The  case  likewise  illustrates  the  ustially  very  slow  progress  of 
pulmonary  tuberculosis  when  it  occurs  in  patients  who  are  the 
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subjects  of  a  certain  amount  of  interstitial  nepliritis,^  with  general 
degenerative  changes  in  the  circulatory  system.  They  seldom  die 
of  their  pulmonary  lesions,  although  the  autopsy  may  show,  as  in 
the  present  case,  that  the  tuberciQous  process  is  still  progressing. 
They  are  more  likely  to  die  of  chronic  uraemia,  an  acute  exacerbation 
of  Bright's  disease,  cerebral  haBmorrhage,  or  some  degeneratiye 
disease  of  the  vascular  system,  of  which  the  present  instance  is  a 
rare  variety. 

January  7th,  1896. 


2.  Heart  with  obliteration  of  the  commencement  of  the  right 
coronary  artery  ;  no  angina  pectoris. 

By  F.  Pabkes  Wkbeb,  M.D. 

THE  heart  exhibited  shows  obliteration  of  the  origin  of  the 
right  coronary  artery,  but  the  position  where  the  opening 
should  be  is  marked  by  a  small  pit  in  the  right  sinus  of  Valsalva, 
with  an  appearance  of  scarring  about  it.  As  most  of  the  aorta  has 
undergone  extensive  atheromatous  changes,  it  is  difficult  to  say 
whether  the  closiire  was  congenital  (occurring  before  birth),  or 
caused  by  changes  similar  to  those  which  have  taken  place  in  other 
parts  of  the  aorta.     The  heart  musculature  appears  to  be  normal. 

During  life  the  patient  had  no  attacks  of  angina  pectoris.  This 
specimen,  therefore,  supplements  the  preceding  specimen,  and  serves 
to  demonstrate  the  fact  that  one  coronary  artery  being  obliterated, 
as  long  as  the  other  coronary  artery  remains  soimd  the  circulation 
of  the  heart  can  be  perfectly  carried  on,  at  least  in  cases  where,  as 
it  usually  does,  an  anastomosis  between  the  two  coronary  arteries 
exists.  That  there  must  have  been  complete  anastomosis  between 
the  two  coronary  arteries  in  this  case  appears  evident  from  the 
fact  that  the  right  coronary  artery,  although  obliterated  at  its 
aortic  orifice,  was  quite  pervious  immediately  outside  the  aorta, 
a  fact  which  Mr.  J.  H.  Targett  showed  by  dissection. 

^  Vide  *  On  the  AMOciation  of  Chronic  Interstitial  Nephritis  with  Pulmonary 
Tuberculosis/  by  Dr.  F.  P.  Weber,  (Thesis),  London,  1892. 
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As  the  case  offered  some  other  points  of  pathological  interest  I 
may  be  allowed  to  add  the  following  short  note  concerning  it. 

The  patient,  Mrs.  J.  F — ,  aged  61,  was  admitted  at  the  German 
Hospital  on  November  29th,  1895,  and  died  December  15th,  1895. 

For  the  last  year  she  had  suffered  from  various  kinds  of  pains  in 
the  head,  not  worse  at  night-time.  There  was  at  times  offensive 
purulent  discharge  from  the  nose,  leading  to  the  suspicion  that  one 
of  the  sinuses  connected  with  the  nose  was  the  seat  of  the  trouble. 
The  visible  parts  of  the  nares  appeared  normal. 

As  there  was  a  history  of  repeated  miscarriages,  and  as  there  was 
an  old  perforation  of  the  palate,  the  active  mischief  was  suspected 
to  be  of  a  tertiary  syphilitic  natiire.  She  was  treated  at  first  with 
iodide  of  {)otassium,  and  afterwards  by  mercury  with  iodide  of 
potassium.  There  was  no  sign  of  active  syphilis  or  active  disease 
of  any  other  kind  elsewhere  in  the  body.  The  iirine  (examination 
on  December  5th)  had  a  high  specific  gravity  and  a  moderate  cloud 
of  albumen.  The  evening  temperature  was  usually  above  100°, 
and  during  the  last  days  there  was  fever  in  the  morning  likewise. 
On  the  15th  December  the  patient  died  after  severe  venous  hsemor- 
rhage  from  the  nose. 

The  following  are  the  results  of  the  necropsy  (performed  by  the 
house  physician,  Dr.  Luce). 

The  brain,  meninges,  and  meningeal  sinuses,  and  the  base  of  the 
skull  as  viewed  from  above,  presented  no  appearance  of  disease.  The 
base  of  the  skull  and  nose  were  divided  vertically  in  the  sagittal  line 
by  Harke's  method,  which  best  enables  one  to  examine  the  sphenoidal 
cells,  &c.,  without  disfiguring  the  face.  A  considerable  portion  of  the 
basi-sphenoid  bone  was  necrosed,  the  anterior  and  lower  portions  of 
the  nasal  passages  being  normal.  The  bleeding  had  probably  pro- 
ceeded from  some  large  vein  in  the  substance  of  the  sphenoidal  bone 
closely  communicating  with  the  large  venous  sinuses  at  the  base  of 
the  brain :  it  had  probably  been  laid  open  during  the  process  of 
separation  of  a  sequestnmi.  The  ])arts  about  the  necrosed  bone 
were,  however,  black  and  decomposing  at  the  necropsy,  and  the 
exact  site  of  the  ruptured  vein  could  not  be  found. 

The  heart  has  already  been  described.  The  limgs  showed  old 
scarring  and  calcareous  material  at  one  apex.  The  stomach  was  full 
of  black  clotted  blood.  In  the  liver  there  was  scarring  around  an 
old  gumma  at  the  lower  part  of  its  right  side,  and  there  was  a 
localised  fatty  change  near  the  round  ligament ;  otherwise  the  organ 
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was  normal.  The  kidneys  showed  interstitial  nephritis ;  both  cap- 
sules were  very  adherent.  In  the  right  supra-renal  body  there 
was  a  small  cyst  containing  thick  brownish  opaque  material. 
The  aorta  showed  extensiye  atheromatous  changes ;  at  its  root,  more- 
over, the  changes  seemed  to  involve  all  its  coats,  and  the  pericardium 
was  adherent  over  it  at  some  places,  thus  suggesting  that  these 
changes  may  have  been  due  to  a  tertiary  syphilitic  process  involving 
all  the  coats  of  the  vessel  rather  than  to  an  ordinary  atheromatous 
process  involving  the  intima  only.  At  one  spot  on  the  arch  there 
was  a  commencing  aneurysm  about  the  size  of  a  small  cherry,  the 
sharply  punched-out  appearance  of  which  suggested  that  it  was  due 
to  the  yielding  of  a  spot  weakened  by  a  localised  gummatous  for- 
mation. December  17th,  1895. 


3.  The  heart  from  a  case  of  angina  pectoris,  showing  stenosis 
of  the  coronary  arteries  ;  old  partial  thrombosis  in  the  basilar 
artery  ;  commencing  lardaceous  change  in  the  various  organs. 

By  F.  Paekes  Webee,  M.D. 

THE  coronary  arteries  in  this  case  afford  an  excellent  illustration 
of  the  condition  of  obstruction  to  the  blood-supply  of  the 
cardiac  walls,  which  is  by  many  authorities  considered  to  be  the 
cause  of  well-marked  angina  pectoris,  if  ''nervous  angina"  be 
excluded.  The  changes  in  the  coronary  arteries  in  the  present  case 
are  similar  (but  less  in  degree)  to  those  in  the  first  case  (see  case 
No.  1,  p.  14),  where  the  right  coronary  artery  was  thrombosed,  and 
the  patient  actually  died  during  one  of  the  anginal  attacks. 

I  will  first  give  short  notes  of  the  case  and  of  the  post-mortem 
examination,  and  will  then  make  some  remarks  on  various  points  of 
interest  connected  with  them. 

Karl  0 — ,  aged  61,  a  native  of  Wiirtemberg,  was  admitted  into 
the  (German  Hospital  September  15th,  1895,  and  died  on  the  8th 
March,  1896.  There  was  an  old  history  of  syphihs,  and  ten  years  ago 
he  is  said  to  have  developed  a  crossed  hemiplegia  involving  the 
whole  of  the  left  face  and  the  right  arm.  This  improved  much, 
apparently  under  antisyphilitic  treatment,  but  a  paresis  remained. 

On  admission  patient  was  seen  to  be  a  tall,  powerfully  built  man. 
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with  scars,  probably  from  tertiary  syphilis,  on  his  face.  By 
auscultation  no  murmur  coiQd  be  heard  over  the  heart.  The  lungs 
were  emphysematous.  There  was  oedema  of  the  lower  extremities 
and  some  ascites.  Urine,  sp.  gr.  1008,  contained  about  three  per 
mille  (by  Esbach's  tube)  albumen.  The  remains  of  the  crossed 
hemiplegia  were  apparent. 

Later  on  the  patient  began  to  suffer  from  attacks  of  angina 
pectoris.  The  quality  of  his  urine  remained  much  the  same 
throughout,  but  the  daily  quantity  varied  somewhat. 

On  January  20th,  1896, 1  have  a  note  that  a  faint  mitral  systolic 
cardiac  murmur  could  then  be  heard,  but  that  the  emphysema 
masked  the  probable  enlargement  of  the  heart.  However,  on 
January  28th  the  apex-beat  coiQd  be  felt  in  the  fifth  intercostal 
space  about  2  inches  outside  the  nipple  line.  On  the  3rd  February 
cedema  of  the  arms  and  chest  walls  was  noted.  On  February  20th 
the  cardiac  apex-beat  could  be  felt  in  the  fifth  intercostal  space 
(?  1  inch)  outside  the  nipple  line;  no  murmur  coiQd  be  heard, 
except  a  slight  systolic  miumur  over  the  mitral  area  accompanyilng 
the  first  soimd.  The  pulse  was  72,  regular ;  crepitations  were  heard 
at  the  pulmonary  bases ;  the  hepatic  dulness  extended  from  the  fifth 
rib  to  below  the  costal  margin. 

The  patient's  general  condition  appeared  sometimes  to  be  tem- 
porarily improved  by  short  courses  of  digitalis  or  strophanthus, 
with  nux  vomica  and  citrate  of  caffeine,  or  by  digitalis  with  iodide 
of  potassium  or  with  ether  and  ammonia. 

In  the  last  weeks  no  angina-like  pains  were  complained  of.  The 
oedema,  however,  increased,  and  towards  the  end  the  ascites 
necessitated  tapping. 

Necropsy  (March  9th,  1896). — Brain:  a  cyst  about  the  size  of  a 
large  cherry  and  containing  clear  fluid  was  found  involving  the 
central  portion  of  the  left  internal  capsule.  In  the  basilar  artery 
at  the  level  corresponding  to  the  junction  of  the  pons  and  medulla 
oblongata  was  a  small  decolourised  adherent  thrombus,  not  com- 
pletely blocking  up  the  channel.  The  left  "  half  "  of  the  pons  was 
obviously  considerably  smaller  than  the  right  "half."  Micro- 
scopical examination  has  not  yet  been  made.  Heart :  weight  about 
24  ounces.  Pericardium  adherent  by  recent  lymph,  but  easily 
separated  from  the  heart.  The  hypertrophy  was  nearly  confined  to 
the  left  ventricle.  No  valvular  affection  was  present  except  slight 
atheromatous    thickening.       Coronary    arteries:    both    of    them 
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thickened  and  tortuous.  The  two  main  branches  of  the  left 
coronary  artery  were  represented  by  two  vessels,  separate  from 
their  commencement;  both  were  very  atheromatous,  the  inter- 
ventricular one  being  extremely  stenosed  about  one  inch  from  its 
origin.  The  lumen  of  the  right  coronary  artery,  about  half  an  inch 
from  its  commencement,  was  almost  obliterated  by  atheroma :  this 
is  well  shown  by  the  microscopic  sections.  Microscopic  examination 
of  the  wall  of  the  left  ventricle  shows  the  presence  of  a  lardaceous 
change  in  some  of  the  small  arteries  similar  to  that  found  in  the 
other  viscera  (liver  and  kidney).  There  was  considerable  atheroma 
of  the  aorta.  Lungs:  no  pleuritic  effusion  present.  Abdomen: 
considerable  collection  of  ascitic  fluid  (though  paracentesis  had 
been  recently  performed).  The  liver  weighed  about  60  ounces,  was 
''  nutmeggy,"  and  its  surface  was  scarred  by  irregular  (gummatous  ?) 
perihepatitis.  By  the  microscope  a  lardaceous  change  in  some  of 
the  vessel  walls  can  be  made  out.  The  muscle-fibres  of  the  middle 
coats  of  the  small  arteries  are  thus  in  some  parts  beautifully  picked 
out,  but  the  capillaries  are  not  affected,  as  they  are  in  more 
advanced  lardaceous  disease  of  the  liver.  The  spleen  slightly 
enlarged  and  hard  (a  "  cardiac  spleen  ")  ;  the  capsule  thickened  from 
old  perisplenitis.  The  kidneys  to  the  naked  eye  appeared  typical 
contracted  kidneys  of  an  advanced  period  of  chronic  interstitial 
nephritis.  When  sections  stained  with  methyl  violet  were  exa- 
mined under  the  microscope,  a  lardaceous  change  in  several  of  the 
glomeruli  and  small  arteries  could  be  made  out. 

Bemarks, — An  interesting  feature,  though  not  an  imusual  one  in 
like  cases,  was  the  cessation  of  the  attacks  of  angina  pectoris 
towards  the  end,  when  the  signs  of  increasing  cardiac  failure  began 
to  show  themselves  by  oedema  in  the  lower  extremities.  Whatever 
the  primary  cause  of  angina  pectoris  may  be,  the  pain,  tension,  and 
other  terrifying  feelings  which  constitute  the  attack  can  naturaUy 
only  be  felt  through  the  medium  of  the  nervous  system,  and  if  the 
patient  does  not  die  suddenly  during  one  of  these  attacks,  there  is 
a  tendency  for  the  nervous  system  to  accommodate  itself  in  some 
way  to  the  abnormal  conditions  in  the  heart,  so  that  the  attacks  no 
longer  take  place.  Although  the  anatomical  changes  which  gave 
rise  to  the  angina  pectoris,  persist  or  increase,  the  patient  may  then, 
as  in  this  instance,  become  free  from  anginal  pain,  and  die  of  gradual 
cardiac  failure. 

I  regard  the  pain  of  angina  pectoris  as  the  expression  of  a  rude 
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struggle  between  the  parts  of  the  nervous  system  on  the  one  side, 
which  control  the  mechanism  of  the  circulation,  and  on  the  other 
side  the  diseased  heart  itself,  which,  in  its  endeavours  to  respond 
to  reflex  nervous  impulses,  calls  forth  the  pain.  The  anginal 
attack  arises  from  any  attempt  on  the  part  of  the  nervous 
mechanism  to  raise  the  general  blood-pressure,  and  thus  suddenly 
increase  the  work  of  the  already  over-burdened  heart,  whether 
because  the  patient  is  taking  voluntary  exercise  or  for  some  other 
reason.  Amyl  nitrite  and  other  drugs  which  dilate  the  peripheral 
arteries  may  then  be  of  use,  but  in  many  cases  before  the  patient's 
death,  together  with  the  onset  of  gradual  cardiac  failiire,  the 
nervous  system  learns  to  accommodate  itself,  and  no  longer 
attempts  to  raise  the  blood-pressure.^  In  fact,  in  such  cases  the 
anginal  attacks  cease  because  the  nervous  mechanism  has  given  up 
the  struggle;  it  has  adapted  itself,  but  only  to  circumstances 
which  will  lead  to  death  in  another  manner. 

When  the  coronary  circulation  is  already  disturbed  by  severe 
aortic  reflux,  a  much  slighter  obstruction  to  the  blood-flow  in  the 
coronary  arteries  may  naturally  be  expected  to  produce  attacks  of 
angina  pectoris  than  when,  as  in  the  present  case,  the  aortic 
valves  are  quite  competent.  This  consideration  suffices  to  explain 
some  objections  which  have  been  raised  to  the  **  coronary  theory  " 
of  angina  pectoris. 

It  may,  however,  be  objected  that  angina  pectoris  sometimes 
occurs  when  there  is  only  very  little  obstruction  in  the  coronary 
arteries  (and  in  the  absence  of  aortic  valve  disease),  but  it  must  be 
remembered  that  persons  of  a  "  nervous  "  constitution  will  naturally 
react,  where  the  nervous  system  is  concerned,  with  peculiar  readi- 
ness, even  when  the  organic  changes  in  the  heart  are  slight  or 
when  there  are  transitory  ("functional")  vaso-motor  disturbances 
only.  It  is  thus  that  I  would  explain  such  cases.  One  may  hken 
attacks  of  "nervous*  pseudo-BJiginsL**  to  persons  "crying  out 
before  they  are  hit."  When  such  persons  become  really  affected 
by  organic  cardiac  disease,  they  may,  indeed,  perhaps  actually 
"  cry  out "  less  and  be  less  affected  by  palpitation  and  angina. 

1  The  patient  in  such  cases  is  not  likely  to  attempt  any  sudden  movements 
which  tend  to  cause  a  rise  in  the  blood-pressure.  In  the  present  case  all  con- 
siderable exertion  was  unnecessary,  as  the  patient  was  in  the  hospital. 

'  Of  course  I  do  not  refer  to  cases  in  which  the  presence  of  a  distinct  neuritis 
has  been  proved. 
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The  necropsy  was  likewise  of  interest  on  accotmt  of  the  old 
crossed  hemiplegia  from  which  the  patient  suffered,  and  on  account 
of  the  lardaceous  changes  found  in  the  yiscera,  though  suppuration, 
in  the  ordinary  sense  of  the  term,  coiQd  not  have  been  the  cause. 
Of  the  relation  between  syphilis  and  lardaceous  disease,  of  which 
this  case  is  an  example,  I  have  endeavoured  to  explain  the 
probable  nature  in  *  American  Joum.  Med.  Science,'  1895.  It  may 
be  noted  that  this  case  and  No.  1  (p.  16)  differ  from  many  of  the 
best  known  cases  of  angina  pectoris  due  to  coronary  obstruction,  in 
that  the  main  obstruction  was  not  situated  at  the  mouths  of  the 
coronary  arteries,  but  at  some  distance  from  them. 

January  7th,  1896.* 


4.   Cardiac  aneurysm,     {Card  specimen.) 
By  Cyril  Ogle,  M.B. 

11HE  specimen  consists  of  an  aneurysm  measuring  5  inches  by 
3  inches,  its  circumference  being  13  inches.  It  springs  from 
the  dome  of  the  left  ventricle,  with  the  cavity  of  which  it  com- 
municates by  a  fibrous  orifice  of  the  size  of  a  sixpence,  situated  in 
front  of  the  upper  part  of  the  left  half  of  the  anterior  mitral  cusp. 

The  aneurysm  had  extended  behind  the  pulmonary  artery  and  the 
aorta,  which  must  have  been  considerably  compressed  by  it.  The 
left  auricle  is  stretched  over  its  posterior  surface. 

The  wall  is  of  dense  fibrous  tissue,  containing  no  laminated  clot ; 
at  the  back  it  is  thinned  and  perforated  by  a  pin-hole  aperture 
leading  into  the  left  auricle.  There  is  much  and  widely  spread 
fibrous  change  in  the  walls  of  the  heart,  chiefly  marked  as  regards 
the  septum  and  superior  curve  of  the  left  ventricle,  but  also  present 
in  patches  beneath  the  endocardium  of  the  left  wall  of  the  left  ven- 
tricle and  the  septum  of  the  right  ventricle. 

There  is  a  second  aneurysm  of  globular  shape,  about  two  inches  in 
diameter,  the  mouth  of  which,  of  the  size  of  a  shilling,  is  situated 
in  the  left  wall  on  a  level  with  the  tip  of  the  anterior  mitral  cusp. 

The  parietal  layer  of  the  pericardium  was  strongly  adherent  to 
the  heart.     The  aorta  and  all  the  valves  were  practically  healthy. 
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The  lower  lobe  of  the  left  lung  was  collapsed ;  there  was  no  pleural 
effusion. 

The  patient  was  a  man  aged  forty-eight  years,  with  a  distinct 
history  of  syphilis  and  ague,  and  a  doubtful  one  of  acute  rhetunatism 
when  a  boy.  Breathlessness,  oedema  of  legs,  and  pain  in  the  cardiac 
region,  with  numbness  of  the  left  arm,  were  the  chief  symptoms.  A 
systolic  murmur,  widely  heard  in  the  mitral  region,  and  a  broad 
area  of  cardiac  dulness  with  forcible  impulse  were  noted.  A  well- 
marked  presystolic  murmur  and  a  diastolic  whiff  were  heard  a  few 
days  before  death. 

Microscopic  sections  of  the  myocardium  where  only  slightly 
changed  by  fibrous  tissue  show  the  fibroid  material,  not  in  plates  or 
definite  strands,  but  perrading  the  btmdles  of  muscle  in  an  irregular 
way,  the  muscular  fibres  preserving  their  striation.  The  change 
seems  most  marked  beneath  the  endocardium. 

The  aneurysm  is  noteworthy  chiefly  on  account  of  its  size,  and 
the  absence  of  any  pressure  sjrmptoms.  Although  there  was  so 
much  fibroid  change  in  the  heart's  muscle,  an  abnormal  slowness 
of  pulse  was  not  present  during  the  several  periods,  extending  over 
two  years,  that  the  patient  was  under  observation ;  the  rate  was 
usually  between  64  and  68  per  minute.  May  Bth,  1896. 


5.  Aneurysm  or  gumma  of  heart,     {Card  specimen,) 
By  Cteil  Ogle,  M.B. 

SITUATED  on  the  left  side  of  the  fore-part  of  the  septum  of  the 
ventricles,  just  below  the  junction  of  the  right  and  left  anterior 
aortic  cusps,  is  a  mass  of  grey  and  rather  crumbling  matter,  measur- 
ing 1  inch  by  \  inch,  with  a  well-defined  and  hard  wall.  The  vis- 
ceral pericardium  over  the  left  ventricle  is  opaque  and  thickened, 
and  united  in  places  by  organised  adhesions  to  the  parietal  layer  ; 
there  are  no  adhesions  over  the  right  ventricle. 

As  there  were  scars  and  gummata  in  the  liver  and  adrenals,  and 
fibroid  patches  in  the  testes,  it  was  thought  that  the  mass  in  the 
heart's  wall  was  also  possibly  a  gumma,  but  the  microscopic  appear- 
ance did  not  bear  this  out,  and  was  in  favour  of  its  being  a  cured 
aneurysm.     The  softer  part  is  composed  of  a  network  of  fine  fibres. 
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staining  well  with  picro-carmine,  and  becoming  more  and  more 
laminated  towards  the  periphery,  where  it  emerges  into  stratified 
fibrous  tissue.  There  is  no  cell  infiltration  and  no  caseation ;  the 
aspect  is  therefore  not  that  of  a  gumma. 

There  is  extensive  subendothelial  fibroid  degeneration  of  the 
walls  of  the  heart,  chiefly  visible  in  the  infundibulum  of  the  pul- 
monary artery,  behind  which  the  mass  lies,  but  also  to  be  seen  in 
the  left  ventricle.  In  addition  there  is  general,  difhised,  interstitial 
fibrosis,  as  streaks  and  bands  in  the  muscle  of  both  ventricles.  The 
left  ventricle  is  dilated  and  thickened,  and  contained  some  antt- 
mortem  clots,  softening  in  their  centres.  The  aorta  and  both 
coronary  arteries  are  free  from  disease.  The  innominate  veins  were 
thrombosed. 

From  the  body  of  a  man  aged  thirty-nine  years,  formerly  a  heavy 
drinker.  No  rheumatic  history.  His  symptoms  were  partly  due  to 
cardiac  failure,  with  Cheyne-Stokes  breathing,  oedema,  and  pleural 
effusion  ;  and  in  part  due  to  ursemia  from  catarrhal  nephritis  with- 
out lardaceous  change.  The  pulse  rate  was  not  a  slow  one  whilst 
imder  observation.  May  Idth,  1896. 


6.  Embolic  aneurysms  of  the  heart,  buttock,  and  axilla.     {Card 

specimen,) 

By  J.  Jackson  Clarke,  M.B. 

A  GIRL,  aged  10,  was  admitted  under  Br.  Lees  into  St.  Mary's 
Hospital  on  February  25th,  1896,  complaining  of  pain  in  the 
left  axilla.  A  month  before  admission  a  swelling  as  large  as  half  a 
walnut  appeared  in  the  right  buttock,  and  gave  rise  to  so  much 
pain  that  the  patient  had  been  imable  to  use  the  corresponding 
limb.  This  lump  gradually  subsided.  Three  weeks  later  a  similar 
swelling  appeared  in  the  axilla.  The  heart's  apex  was  in  the  fifth 
space  and  outside  the  nipple  line.  There  was  a  systolic  mitral 
murmur,  but  a  good  second  soimd.  On  March  11th  the  patient 
was  heard  to  groan,  and  was  found  to  be  dead.  The  usual  measures 
failed  to  restore  the  cardiac  or  respiratory  movement.  A  few  days 
before  death  an  effusion  of  blood  was  noticed  in  the  left  axilla 
beneath  the  skin. 
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Post  mortem  about  six  ounces  of  clot  and  as  much  serum  were 
found  in  the  pericardial  cavity.  The  surface  of  the  heart  presented 
oyer  a  dozen  swellings,  which  varied  in  size  from  that  of  a  small 
diestnut  to  that  of  a  pea.  The  largest  of  them  was  situated  oppo- 
site the  middle  of  the  anterior  inter-ventricular  groove.  It  was 
conical  in  shape,  and  at  its  apex  had  a  small  round  hole,  from  which 
blood  could  be  made  to  issue  by  pressure.  Some  of  the  other  swellings 
were  incised,  and  were  found  to  be  aneurysms  containing  laminated 
clot.  The  aneurysms  had  formed  on  the  primary  and  secondary 
branches  of  the  coronary  arteries,  and  thus  came  to  lie  beneath  the 
serous  covering  of  the  basal  half  of  both  ventricles.  There  was  also 
one  on  the  right  auricle.  The  mitral  valve  showed  a  fibrous  ridge 
of  thickening,  but  no  recent  vegetations.  The  aortic  valve  was 
normal  except  for  the  fact  that  its  anterior  flap  was  larger  than  the 
other  two. 

In  the  left  axilla  the  loose  tissue  surrounding  the  glands  was  full 
of  recently  extravasated  blood,  and  it  is  fair  to  assume  that  an 
aneurysm  had  ruptured  here,  although  this  point  was  not  asajr- 
tained  by  dissection. 

The  emboli  had  evidently  separated  from  the  mitral  valve  some 
weeks  before  death,  at  a  time  when  the  endocarditis  was  active.  The 
formation  of  aneurysms  had  probably  been  determined  by  micro- 
cocci contained  in  the  emboli.  In  the  course  of  a  further  dissection 
it  was  observed  that  the  inner  coats  of  the  coronary  arteries  and 
their  branches  were  everywhere  greatly  thickened,  suggesting  a 
possibility  of  syphilis  as  an  alternative  to  the  theory  of  embolism 
(St.  Mary's  Hospital  Museum,  No.  664a).  April  21^,  1896. 


7.   Stenosis  of  the  pulmonary  orifice  of  the  heart. 
{Card  specimen.) 

By  Hugh  Walsham,  M.B. 

THE  specimen  was  removed  from  a  girl  aged  18  years,  who 
died  in  Victoria  Park  Hospital  of  chronic  pulmonary  tuber- 
culosis. The  heart  weighed  12}  oz.  The  pulmonary  orifice  was  very 
small,  only  measuring  about  two-eighths  of  an  inch  across.  The  cusps 
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of  the  pulmonary  valve  were  much  thickened.  The  right  auricle  and 
ventricle  were  markedly  hypertrophied.  The  foramen  ovale  was 
patent,  but  the  interventricular  septum  was  perfect.  There  was 
also  some  thickening  of  the  tricuspid  valve.     November  5th,  1895. 


8.  Syphilitic  disease  {?)  of  the  ascending  aorta  and  sigmoid 

valves. 

By  P.  H.  Ptk-Smith,  M.D. 

THE  patient  from  whom  this  specimen  was  taken  was  admitted 
into  the  clinical  ward  of  Guy's  Hospital  on  December  28rd^ 
1895.  He  was  a  blacksmith  by  trade,  about  32  years  of  age. 
He  had  never  suffered  from  rheumatism  or  its  allies  (chorea, 
erythema,  &c.) ;  and  though  when  quite  a  yoxmg  man  he  used  a 
hammer  weighing  14  pounds,  he  had  since  twenty-three  years  of  age 
relinquished  it  for  one  of  only  24  pounds  weight.  Moreover,  he 
was  a  slightly  built  man  with  no  unusual  development  of  the  chest  or 
arms;  he  had  never  to  his  knowledge  strained  his  strength,  and 
had  no  symptoms  of  disease  until  three  or  four  weeks  before  he 
came  under  my  care.  About  the  beginning  of  December  he  began 
to  suffer  from  decided  dyspnoea  with  prsecordial  pain,  and  a  fort- 
night or  ten  days  later  he  noticed  that  his  feet  were  swollen. 

On  admission,  a  loud  to-and-fro  basal  murmur  was  heard,  the 
pulse  was  collapsing,  short  and  frequent,  and  the  left  ventricle  was 
ascertained  to  be  much  enlarged.  The  liver  was  swollen,  the  legs 
oedematous,  and  the  urine  slightly  albuminous. 

The  patient's  age,  the  apparent  acuteness  of  the  disease,  and  the 
probable  absence  as  above  stated  of  endocarditis  or  atheroma, 
made  the  origin  of  his  malady  a  matter  of  doubt  during  life, 
though  its  nature  was  abundantly  clear.  Treatment  had  only 
palliative  effect,  and  he  died  suddenly  on  the  5th  of  January,  1896, 
less  than  five  weeks  after  decided  symptoms  obliged  him  to  give 
up  work. 

At  the  autopsy  the  heart  was  found  much  enlarged,  weighing 
22  oz.  The  left  ventricle  was  very  thick,  and  all  the  cavities  were 
dilated  and  hypertrophied.     The  sigmoid  valves  were  sclerotic. 


Digitized  by 


Google 


SYPHILITIC   DISEASE   OF   THE   ASCENDING   AORTA.  27 

deformed,  fused  together,  and  partly  calcareous.  There  was  no 
breach  of  surface,  perforation,  or  adherent  masses  of  fibrin.  The  first 
part  of  the  aortic  arch  was  marked  by  a  soft,  raised,  slightly 
reddened  patch  with  a  convex  crescentic  margin.  Beyond  its 
advancing  edge  were  several  small  raised  spots  apparently  still 
more  recent,  and  of  the  same  soft  gelatinous  character. 

The  rest  of  the  aortic  arch  was  completely  free  from  atheroma. 
The  coronary  arteries  were  not  thickened  or  narrowed.  The  other 
valves  were  normal.  There  was  some  passive  effusion  in  each 
pleural  cavity,  the  liver  was  beginning  to  become  myristicate,  and 
the  spleen  and  kidneys  were  hard.  There  was  a  small  patch  of  red 
hepatisation  in  the  lower  lobe  of  the  right  lung. 

The  evidence  of  the  syphilitic  origin  of  this  case  is  not,  I  admit,  con- 
clusive. I  was  led  to  it  first  by  the  absence  of  more  frequent  causes 
of  valvular  disease  and  arteritis.  The  patch  of  inflammation  in  the 
aorta  above  described  struck  those  who  saw  it  by  its  resemblance 
to  a  late  secondary  eruption  on  the  skin,  with  its  gyrate  raised  edge 
and  scattered  forerunners.  We  therefore  looked  for  any  other 
signs  of  83rphilis,  but  found  only  early  fibrinous  degeneration  of  both 
testes,  and  scars  of  adhesions  about  the  gall-bladder.  During  life  no 
pigmentation  or  other  remains  of  cutaneous  disease,  no  nodes,  or 
evidence  of  past  iritis,  no  hard  lymph  glands,  or  other  proof  of  lues 
could  be  found.  The  history,  as  usual,  was  ambiguous ;  there  was 
the  possibility  of  infection,  but  no  proof  of  it. 

There  are  numerous  cases  of  syphilis  affecting  the  heart  re- 
corded in  our  *  Transactions '  and  elsewhere,  but  they  almost  all 
refer  to  g^ummata  or  to  fibrous  degeneration  of  the  myocardium.  One 
instance  of  valvular  disease  in  a  subject  recently  suffering  from 
syphilis  was  shown  to  our  Society  in  1868  by  the  late  Dr.  Leared, 
and  was  reported  on  by  Dr.  Burdon  Sanderson  and  Dr.  Cayley 
(vol.  xix,  pp.  94  and  95).  This  was,  however,  clearly  a  case  of  acute 
ulcerative  endocarditis  of  the  aortic  valves.  It  may  possibly  have 
been  set  up  by  softening  of  a  gimmia,  as  was  probably  a  case  of 
purulent  myocarditis  following  suppuration  in  a  gumma,  which  I 
showed  the  Society  in  1869  (vol.  xxi,  p.  94),  but  in  neither  case  was 
syphilitic  endocarditis  present. 

If  we  admit,  as  I  take  it  we  must,  that  syphilis  is  a  frequent 
cause  of  aneurysms  of  the  aorta,  as  well  as  of  endarteritis  of  the 
mid-sized  and  smaller  vessels,  the  lesion  here  described  would  exactly 
correspond  with  such  an  origin.     Valvular  disease  has  been  ascril>ed 
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to  lues  in  isolated  cases  on  the  Continent  and  in  America,  but  often 
on  doubtful  grounds.  If,  however,  the  aortic  disease  in  this  case  is 
conceded  to  be  syphilitic,  it  seems  most  probable  that  the  deformity 
of  the  sigmoid  valves  has  the  same  origin.      January  21«f,  1896. 


9.  Atresia  of  the  pulmonary  artery.     {Card  specimen.) 
By  Cyril  Ogle,  M.B. 

THE  heart  of  a  child,  who  died  from  cyanosis  and  dyspnoea  at  the 
age  of  four  months. 

The  left  side  of  the  heart  with  its  valves  is  normal,  and  the  aorta 
arises  from  it  as  usual. 

The  pulmonary  artery  is  about  half  the  size  of  the  aorta ;  where 
the  valves  should  be  visible  is  seen  a  nipple-like  projection  or  dome 
within  its  lumen,  as  if  from  coalescence  of  the  valves,  although  no 
mark  of  separate  cusps  can  be  made  out.  The  right  ventricle  is 
about  half  the  size  of  the  left,  and  no  larger  than  a  hazel-nut ;  the 
lining  of  its  cavity  is  very  opaque,  as  if  from  fibroid  thickening 
beneath  the  endocardium,  and  there  is  a  superficial  rough  patch  in 
the  infrmdibulum. 

There  is  no  opening  between  the  two  ventricles.  There  is  ample 
communication  between  the  two  aiiricles,  through  the  fenestrated 
Eustachian  valve  and  foramen  ovale.  Circulation  through  the  lungs 
must  have  taken  place  through  the  branches  of  the  pulmonary 
artery,  by  way  of  the  foramen  ovale,  the  aorta,  and  ductus  arteriosus, 
the  last  of  these  being  the  size  of  a  crow  quill.  There  was  an 
absence  of  mesocolon  on  the  right  side,  but  no  other  deformity. 
Cyanosis  since  birth.  No  haemophilia.  A  loud  systolic  murmur, 
not  especially  marked  in  the  pulmonary  region,  and  without  evidence 
of  enlargement  of  the  right  side  of  the  heart. 

It  would  seem  that  cases  of  atresia  of  the  pulmonary  artery,  with  no 
communication  between  the  ventricles,  are  comparatively  uncommon. 
Dr.  Peacock,  in  the  *  Pathological  Transactions,'  for  1871,  says  that 
of  forty  cases  of  atresia  reported,  there  were  only  eight  or  nine  with 
the  septum  of  the  ventricles  normally  developed. 

Although  no  sign  of  separate  cusps  can  be  seen,  the  fact  that  tho 


Digitized  by 


Google 


KMBOLISM    O^   THE   CORONARY   ARTERY.  29 

communication  between  the  ventricles,  which  should  persist  up  to 
about  the  third  month  of  foetal  life,  is  no  longer  present,  points  to 
the  closure  of  the  pidmonary  cusps  bj  adhesion  after  this  date, 
since  it  is  probable  that  the  septum  would  have  remained  incom- 
plete had  the  pulmonary  artery,  from  defect  in  development,  been 
always  impervious.  May  19/^,  1896. 


10.  Embolis^n  of  the  coronary  artery,     {Card  specimen.) 
By  Ctbil  Oole,  M.B. 

AHSABT  weighing  28  oz. ;  the  large  size  is  due  to  a  thickened  and 
greatly  dilated  left  ventricle. 

The  patient  was  a  messenger  aged  17  years,  and  had  suffered  from 
cough  and  from  ascites,  with  oedema  of  legs  for  a  fortnight.  There 
was  a  history  of  two  attacks  of  acute  rheumatism.  He  was  kept  in 
bed  under  treatment  for  two  months,  with  some  improvement,  his 
symptoms  including  a  rapid  pulse  (usually  140 — 160  per  minute) 
with  a  somewhat  tense  artery  ;  the  urine,  of  a  sp.  gr.  of  about  1020, 
always  contained  a  small  but  varying  amount  of  albumen.  There 
was  evidence  of  a  very  large  heart,  but  no  murmur  was  ever  heard, 
and  a  condition  of  adherent  pericardium  was  considered  probable. 

On  March  27th  he  suddenly  became  very  distressed  for  breath 
and  cyanosed,  and  died  within  ten  minutes  of  the  onset  of  the  sym- 
ptoms :  it  was  not  clear  whether  he  suffered  pain ;  it  was  thought  not. 

At  the  examination  pod  mortem  the  aorta  was  healthy ;  the  valves 
were  quite  flexible,  and  the  aortic  valves  held  water.  The  muscle 
of  the  hypertrophied  left  ventricle  appeared  healthy  microscopically. 

Both  coronary  arteries  were  free  at  their  mouths,  but  one  of  the 
two  main  divisions  of  the  left  coronary,  the  descending  or  septal 
branch,  was  firmly  plugged  by  a  clot  of  a  streaky  black  and  yellow 
aspect,  not  attached  to  the  wall  of  the  vessel,  and  situated  at  three 
quarters  of  an  inch  from  the  mouth  of  the  artery.  In  the  dilated 
cavity  of  the  left  ventricle,  near  the  apex,  was  an  adherent,  streaky 
polypus  of  exactly  the  same  aspect  as  that  of  the  clot  in  the  coronary 
artery,  and  from  this  no  doubt  the  latter  was  derived. 

In  the  other  parts  of  the  coronary  system  there  was  a  little  liquid 
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blood  only.  There  was  no  cedema  of  the  lungs,  and  a  striking 
appearance  was  presented  by  the  great  quantity  of  black  clot  in  the 
cavities  of  both  sides  of  the  heart. 

The  left  kidney  was  reduced  to  a  putty-like  mass  of  caseous 
tubercular  matter ;  the  right  kidney  weighed  8  oz.,  and,  except  for 
an  old  and  some  recent  infarcts,  appeared  microscopically  to  be 
nearly  healthy. 

There  appears  to  be  no  case  described  to  the  Pathological  Society 
of  embolism  of  a  large  branch  of  a  coronary  artery.  In  Pepper's 
'System  of  Practical  Medicine'  (vol.  iii,  p.  381)  such  a  case  is 
alluded  to,  with  death  within  twenty  hours  after  the  onset  of 
symptoms. 

Cohnheim,  in  his  *  Lectures  on  General  Pathology '  (vol.  i,  p.  35, 
of  New  Sydenham  Society's  Series),  says  that  the  sole  cause  of  death 
may  be  embolism  of  a  coronary  artery,  and  discusses  the  effect  of 
ligature  of  any  large  branch  of  the  coronary  arteries  in  dogs, 
showing  that  a  fatal  result  ensues  within  about  two  minutes. 

May  5th,  1896. 


1 1 .  Aneurysm  of  the  right  inferior  thyroid  artery  ;  abnormal 
distribution  of  vessels.     (  Card  specimen.) 

By  John  E.  Ltjnn. 

THE  specimen  was  removed,  October  6th,  1895,  from  a  woman 
aged  59,  who  was  admitted  into  the  St.  Marylebone  Infirmary 
on  March  22nd,  1895,  with  a  small  pulsating  expansile  swelling 
about  the  size  of  a  horse-bean  at  the  upper  end  of  the  right  supra- 
clavicular fossa,  and  to  the  outer  side  of  the  stemo-mastoid  muscle. 
A  soft  systolic  murmur  was  heard  over  the  tumour,  and  was  con- 
ducted over  the  aortic  and  cardiac  areas.  The  artery  was  ligatured 
above  and  below  (Jime  12th,  1895),  and  divided ;  the  wound  healed 
well,  but  the  pulsation  still  remained. 

History, — Susan  A—,  aged  59,  a  servant,  was  admitted  into  the 
St.  Marylebone  Infirmary  on  March  22nd,  1895,  with  dementia  and 
aphonia.  She  had  always  been  a  healthy  woman  imtil  ten  years 
before  admission,  "  when  she  was  laid  up  with  paralysis." 
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On  admission  the  woman  was  fairly  well  noiirished,  with  no  well- 
marked  physical  signs,  though  she  had  lost  her  voice  off  and  on  for 
some  months.  The  right  pupil  was  thought  to  be  a  little  larger 
than  the  left  one ;  both  pupils  acted  to  light  and  accommodation. 
On  examining  her  throat  with  the  laryngoscope  the  vocal  cords  were 
normal  in  colour,  the  abductor  muscles  worked  imperfectly,  and  the 
vocal  cords  approximated  in  the  anterior  two  thirds,  but  not  in  the 
posterior ;  the  weakness  seemed  evenly  marked  on  the  two  sides.  It 
was  also  noticed  that  the  patient  had  a  very  small  pulsating,  ex- 
pansile swelling  about  the  size  of  a  small  bean  at  the  upper  end  of 
the  right  supra-clavicular  fossa  to  the  outer  edge  of  the  stemo- 
mastoid  muscle,  and  apparently  corresponding  to  the  position  of  the 
right  inferior  thyroid  artery.  Over  this  pulsatile  swelling  was  a  loud 
systolic  murmur,  which  was  conducted  over  the  aortic  area ;  pressure 
over  the  artery  above  the  swelling  made  no  difference  to  the  character 
of  the  murmur.  The  pulsations  of  the  right  and  left  temporal  and 
&cial  arteries  were  equal  on  both  sides ;  there  was  no  venous  en- 
gorgement about  the  neck  or  face.  The  urine  contained  no  albumen. 
It  was  decided  to  watch  the  case  on  accoimt  of  the  woman's  age  and 
her  general  condition,  as  there  seemed  no  urgency  for  any  active 
treatment. 

The  patient  was  kept  on  low  diet  with  rest  in  bed,  and  given  a 
mixture  of  iodide  of  potassiimi.  A  few  months  after  admission  the 
swelling  became  much  larger,  and  looked  as  if  it  was  going  to  burst, 
so  it  was  decided  something  should  be  done.  The  patient  was  put 
under  an  ansesthetic  on  June  12th.  A  four-inch  longitudinal  in- 
cision was  made  over  the  site  of  the  swelling  (a  little  to  the  outer 
side),  and  on  carefully  dissecting  down  towards  the  timiour  a  fusi- 
form aneurysm  was  discovered  in  the  course  of  the  inferior  thyroid 
artery  extending  downwards  into  the  chest ;  the  coats  of  the  artery 
seemed  very  thin  and  diseased.  An  aneurysm  needle  was  passed 
above  and  below  the  vessel,  and  the  artery  was  divided  between  the 
two  ligatures.  It  was  impossible  to  find  a  healthy  part  in  the 
coutse  of  the  artery.  The  wound  soon  healed,  but  the  pulsation 
still  remained.  The  patient  became  emaciated,  and  developed  signs 
of  tuberculosis,  and  gradually  sank  October  16th,  1895,  four  months 
after  the  operation. 

AiUopsy. — Both  lungs  were  studded  with  tubercles.  Both  kid- 
neys were  small  and  dark,  each  weighing  only  2}  oz.  The  heart 
weighed  9^  oz.     The  left  ventricle  was  moderately  hypertrophied. 


Digitized  by 


Google 


82  OKQANS   OK    CIRCULATION. 

the  valves  were  competent ;  most  of  the  arteries  in  the  body  were 
atheromatous.     The  liver  and  other  viscera  were  normal. 

The  aneurysm  and  vessels  were  removed  for  examination,  and  it 
was  found  that  both  common  carotid  arteries  and  both  subclavian 
arteries  came  off  from  the  innominate  artery.  On  the  right  side  the 
subclavian  and  common  carotid  came  off  from  a  common  trunk. 
On  the  left  side  there  was  a  common  trunk  for  the  common  carotid 
and  subclavian,  the  common  carotid  being  of  very  small  size.  On 
the  right  side  the  common  carotid,  vertebral,  and  thyroid  axis  were 
so  much  mixed  up  in  the  clot  resulting  from  the  aneurysm  as  to  be 
indistinguishable.  The  common  carotid,  thyroid  axis,  internal 
mammary,  and  posterior  scapular  could  be  clearly  made  out  on  the 
left  side.  May  bih,  1896. 


12.  Cured  aneurysm  of  the  external  iliac  arteiy.     {Card 
specimen,) 

By  Douglas  Dbew. 

HISTORY. — The  patient,  aged  48,  was  admitted  into  University 
College  Hospital  in  April,  1887,  with  an  aneurysm  of  the 
external  iliac  and  common  femoral  arteries.  The  tumour  measured 
five  inches  in  length,  and  it  reached  from  the  pubic  spine  to  the 
anterior  superior  iliac  spine.  Digital  and  instrumental  compression 
failed  to  effect  a  cure.  Ligation  was  therefore  decided  upon,  and 
the  incision  had  just  been  made  when  pulsation  in  the  sac  ceased, 
so  the  wound  was  closed.  The  patient  had  struggled  under  the 
chloroform. 

The  specimen  shows  that  the  sac  has  been  converted  into  a  mass 
of  fibrous  tissue.  The  wall  can  be  identified  as  it  is  calcified  in 
parts.  The  epigastric,  circumflex  iliac,  and  profunda  vessels  arise 
from  the  sac.  The  external  iliac  artery  above  the  sac  is  converted 
into  a  small  fibrous  cord. 

March  17  th,  1896. 
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]3.  Rupture  of  the  inner  coat  of  the  abdominal  aorta, 
{Card  specimen,) 

By  Arthur  Voelckbr,  M.D. 

THE  inner  coat  of  the  abdominal  aorta  is  ruptured  transversely  at 
the  origin  of  the  common  iliac  arteries.  The  outer  coat  is  not 
torn,  but  the  detached  inner  portion  of  the  wall  is  coiled  up  into  a 
conical  plug,  which  projects  upwards  in  the  aorta  as  high  as  the 
origin  of  the  inferior  mesenteric  artery. 

History. — From  a  boy  aged  14,  who  was  squeezed  by  a  lift 
across  the  lower  part  of  the  abdomen.  There  was  no  fracture  of 
any  bone. 

The  specimen  is  preserved  in  the  Middlesex  Hospital  Museum. 

March  3rd  1895. 
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IV.  DISEASES,  &c.,  OF  THE  ORGANS  OF  DIGESTION. 

1.  Malignant  disease  of  the  tonsil.     {Card  specimen.) 

By  Lennox  Bbownb. 

HISTORY. — ^A  man  aged  68,  a  tin-plate  worker,  living  at  Watford, 
applied  at  the  Central  London  Throat  Hospital  on  January 
14th,  1895,  complaining  of  pain  and  swelling  in  the  throat  with 
diflRculty  of  swallowing. 

Family  history  good.  Father  died  at  the  age  of  seventy-four, 
and  mother  aged  eighty ;  one  brother  died  from  "  cancer  in  the 
throat,"  aged  fifty-three. 

Personal  history, — Had  experienced  good  health  up  to  two  years 
ago,  when  he  first  noticed  a  swelling  in  the  right  tonsil,  followed  by 
•enlargement  of  the  glands  under  the  jaw  on  the  right  side,  but 
without  pain  until  recently,  and  that  only  in  the  neck  externally. 
Has  lost  weight  rapidly.  The  wife  (a  second  one)  reported  that  he 
had  been  very  intemperate  for  the  last  fifteen  years. 

State  on  admission. — The  right  tonsil  was  seen  to  be  intensely 
red,  and  so  swollen  as  to  extend  far  beyond  the  middle  line  of  the 
fauces,  pushing  the  uvula  to  the  left.  The  gland  was  somewhat 
papillary  on  the  surface,  and  extremely  hard  and  unyielding  to 
the  touch.  The  tongue  was  quite  mobile.  The  vocal  cords  acted 
normally,  both  superficial  and  deep.  The  glands  of  the  right  side, 
extending  to  the  supra-clavicular  fossa,  were  enlarged,  indurated, 
and  tender. 

Chest, — Eesonance  was  impaired  over  the  left  lung,  both  at  the 
apex  in  front  and  in  the  supra-spinous  fossa  behind.  Vocal 
fremitus  was  absent,  vocal  resonance  increased,  and  no  breath- 
sounds  were  audible  at  the  situation  indicated.  On  very  deep 
inspiration  slight  crepitus  was  detected.  Tenderness  and  resistance 
to  deep  pressure  were  experienced  over  the  hepatic  r^on. 

On  January  21st  a  portion  of  the  growth  was  removed  with  a 
snare,  and  was  submitted  to  examination  by  Mr.  Wyatt  Wingrave, 
who  reported,  "Tissue  consists  of  the  following: — (I)  Surface 
epithelium  stratified ;  limits  not  clearly  defined,  as  it  tends  to  invade 
the  subjacent  structures.    (2)  Remains  of  cloudy  distorted  lyI^phoid 
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tonsil  tissue.     (3)  Dense  spindle-celled  trabecnlse,  strangling  and 
displacing  lymphoid  nodules  of  the  tonsil. 

"  Conclusions. — There  has  been  some  slow  inflammatory  process  at 
work,  which  may  possibly  be  assuming  a  more  active  phase, 
suggestiTe  of  malignancy ;  but  the  tjssue  is  of  so  indefinite  a 
character  that  it  does  not  enable  a  finite  statement  to  be  made  as  to 
its  clinical  aspects." 

Injections  of  Coley's  fluid  were  commenced  on  January  28th, 
and  continued  until  February  11th,  when  the  patient  developed  a 
sharp  attack  of  erysipelas,  and  later  of  cervical  cellulitis,  which 
required  free  incision ;  no  pus  was  evacuated,  but  a  large  blood-clot 
was  removed,  which  gave  great  relief. 

It  is  of  clinical  interest  to  record  the  temperature,  which  whcB 
treatment  was  commenced  was  97° ;  it  rose  by  slow  degrees  with 
each  injection,  the  highest  temperature  reached  being  104'8°  on 
February  7th.  On  cessation  of  the  treatment  the  temperature 
gradually  fell  to  normal  on  February  25th,  and  remained  so  after 
that  date. 

The  patient  was  discharged  early  in  March.  The  tonsillar 
swelling  had  almost  entirely  subsided,  and  was  softer  in  consistence, 
as  was  also  the  external  swelling,  but  the  patient  had  been  much 
reduced  in  both  strength  and  weight  by  the  treatment. 

He  returned  on  December  2nd,  stating  that  his  throat  trouble 
had  remained  quiescent  for  nine  months,  but  that  during  the  last 
three  or  four  weeks  it  had  again  commenced  to  be  intensely  painful. 

The  external  swelling  was  seen  to  be  larger  than  ever,  and  the 
tonsillar  growth  had  now  involved  the  lymphoid  tissue  at  the  root 
of  the  tongue,  the  movements  of  which  were  much  impaired. 

No  further  treatment  was  attempted,  but  a  portion  of  the  growth 
was  removed  and  submitted  to  a  microscopic  examination  by 
Mr.  Wingrave,  who  reports,  "The  chief  feature  is  a  marked 
ingrowth  in  all  directions  of  the  surface  stratified  epithelium  to 
such  an  extent  as  to  entirely  disguise  the  nature  of  the  organ. 
The  ordinary  tonsil  lymphoid  tissue  is  replaced  by  ramifying 
strands  of  epithelial  elements,  the  oldest  of  which  show  marked 
vacuolation,  whilst  here  and  there  is  an  apparent  tendency  to  nest 
formation." 

Remarks. — This  case  does  not  greatly  vary  from  those  which  in 
past  years  I  and  others  have  shown  at  this  Society ;  and  it  has  no 
clinical  feature  specially  germane  to  pathology  except  that  (1)  it  is 
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a  confirmation  of  my  already  expressed  experiences  that  alcoholism 
is  a  strong  predisponent  of  malignant  disease  of  the  tonsils ;  and 
that  (2)  its  course  under  treatment  by  Coley*s  injection  corroborates 
the  experience  of  those  who  believe  the  relief  by  that  remedy  to  be  at 
best  only  temporary.  It  is,  however,  interesting  to  note  that  from 
some  cause  or  other  the  progress  of  the  growth,  usually  so  rapid  in 
this  region,  has  been  phenomenally  retarded,  and  it  is  fair  to 
assume  that  the  treatment  adopted  may  have  a  causal  relation  to 
this  slow  growth.  It  may  also  be  noted  that  there  has  been  neither 
ulceration  nor  haemorrhage. 

Turning  to  the  histological  features,  it  may  be  remarked  that 
there  was  some  conflict  of  opinion  as  to  its  nature,  one  or  two 
who  examined  the  section  having  suggested  that  the  case  was  one 
of  sarcoma,  but  Mr.  Wyatt  Wingrave  has  expressly  pointed  out 
that  the  small-celled  tissue  which  ordinarily  accompanies  the 
epithelial  ingrowth  is  not  sufficiently  marked  to  constitute  the 
primary  lesion.  On  the  other  hand,  the  epithelial  elements  not  only 
predominate  in  quantity,  but  encroach  in  all  directions  upon  the 
tonsil  substance,  so  as  to  entirely  mask  and  replace  the  original 
lymphoid  tissue. 

Mr.  Wingrave  also  draws  my  attention  to  the  fact  that  in 
epithelioma  in  this  region  nest  formation  is  usually  indistinct,  the 
cells,  on  the  other  hand,  having  a  great  tendency  to  cyst-like  vacuola- 
tion.  This  atypical  characteristic  of  tonsillar  epithelioma  is  well 
illustrated  in  the  sections  when  seen  with  a  low  power. 

December  17th,  1895. 


2.  Congenital  occlusion  of  the  (esophagus.     {Card  specimen.) 

By  BiLTON   POLLABD,   B.S. 

DEscEiPTiON  OF  SPECIMEN. — The  cesophagus  is  occluded  about 
half  an  inch  above  the  bifurcation  of  the  trachea.  The  lower 
segment  of  the  oesophagus  communicates  with  the  trachea  imme- 
diately above  its  bifurcation. 

The  subject  of  the  malformation  had  also  an  imperforate  rectum, 
but  with  the  exception  that  the  cleft  between  the  second  and  third 
toes  of  one  foot  extended  to  the  base  of  the  metatarsal  bones  there 
were  no  other  malformations  of  either  the  internal  or  external 
organs.     The  stomach  was  distended  with  meconium. 

History, — The  child  was  admitted  for  imperforate  rectum  on  the 
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second  day  after  birth.  The  bowel  was  opened  from  the  perinsdnin 
at  once.  No  mention  was  made  of  the  child's  inability  to  swallow, 
but  this  was  discovered  by  the  nurse  during  the  first  night  after 
admission.  Unsuccessful  attempts  were  made  to  pass  a  tube  into 
the  stomach.  Ihiiing  the  night  the  child  twice  vomited  meconium. 
It  died  early  on  the  following  morning.  April  21«f,  1896. 


3.  Simple  dilatation  of  (he  oesophagus. 
By  H.  D.  EoLLBSTON,  M.D. 

THIS  specimen  was  removed  from  the  body  of  a  patient  of 
Mr.  Edgcombe  Venning,  by  whose  kindness  I  was  enabled  to 
make  the  post-mortem  examination  and  bring  forward  the  case. 

A  boy  aged  8  years,  after  an  attack  of  whooping-cough,  began  to 
suffer  from  choking  fits ;  this  was  succeeded  by  vomiting,  which 
resisted  all  manner  of  treatment,  and  though  fed  for  six  weeks  by 
the  rectum  he  emaciated  and  died.  Some  little  time  before  the 
fatal  illness  the  patient  had  a  somewhat  similar  attack,  from  which 
he  recovered. 

The  family  history  is  of  interest  in  showing  apparently  a  marked 
susceptibility  to  vomiting.  Another  child  of  the  same  family  had 
a  similar  attack,  but  recovered ;  and  yet  another  died  with  vomiting 
in  the  course  of  scarlet  fever.  An  uncle  died  of  vomiting  which 
was  thought  to  be  of  neurotic  origin. 

Description  of  the  specimen. — The  commencement  of  the  oeso- 
phagus at  the  cricoid  cartilage  is  of  normal  size,  and  there  is  no  loss 
of  elasticity  here.  Below  this  point  the  cesophagus  is  dilated,  its 
circumference  when  distended  measuring  3^  inches,  and  at  the 
post-mortem  examination  it  contained  liquid  food.  It  was  9i  inches 
in  length  (the  measurement  normal  to  the  cesophagus  of  an  adult), 
and  before  removal  ran  a  somewhat  tortuous  course  through  the 
thorax.  The  muscular  coat  was  hypertrophied,  especially  when 
allowance  is  made  for  the  accompanying  dilatation.  The  mucosa 
was  normal.  The  lower  end  of  the  oesophagus  was  again  of  normal 
size,  and  between  its  two  ends  the  oesophagus  appeared  as  a  dilated 
spindle.  A  finger  easily  passed  into  the  oesophagus  from  the 
stomach,  and  there  was  no  sign  of  stricture  either  to  the  naked  eye 
or  microscopically. 

All  the  other  organs,  including  the  brain,  were  normal,  with  the 
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unimportant  exceptions  that  there  was  a  calcareous  gland  near  the 
csecum,  and  a  small  exostosis  on  the  anterior  surface  of  the  right 
humerus,  just  above  the  elbow-joint,  and  not  near  the  position  of 
the  origin  of  the  pronator  radii  teres,  where  a  supra-condyloid 
process  is  occasionally  met  with.  No  pressure  or  source  of  irrita- 
tion could  be  found  in  the  course  of  the  phrenic  or  pneumogastric 
nerves.     The  stomach  contained  some  Uquid  food. 

Remarks. — This  appears  to  have  been  a  case  of  primary  dilatation 
of  the  oesophagus,  since  there  was  no  evidence  of  any  stricture  at  the 
cardiac  end.  Mackenzie  ^  says  that  the  progress  of  the  disease  is 
generally  slow,  lasting  from  five  to  ten  years ;  in  this  case  the  disease 
ran  a  rapid  course,  and  forms  a  contrast  to  the  case  recorded  by 
Dr.  Wilks  ^  of  a  man  aged  seventy-four,  who  had  always  vomited 
his  food,  and  in  whom,  after  death  from  pneumonia,  the  oesophagus 
was  f  oimd  to  be  as  large  as  the  colon ;  the  cardiac  end  was  described 
as  being  constricted,  but  as  there  was  no  evidence  of  disease  or  of  a 
cicatrix,  it  is  probable  that  it  was  an  example  of  primary  dilatation. 

As  to  the  cause  of  primary  dilatation,  Morell  Mackenzie  says  it  is 
probably  due  to  general  weakness,  congenital  or  acquired,  of  the 
whole  circumference  of  the  oesophageal  wall.  It  is  remarkable  that 
the  muscular  coat  of  the  oesophagus  should  become  greatly  hyper- 
trophied  in  cases  of  so-called  simple  dilatation.  Dilatation  with 
wasting  and  thinning  of  the  muscular  coat  can  be  understood  as  a 
result  of  weakness,  but  dilatation  with  hypertrophy  from  analogy 
so  forcibly  suggests  obstruction  that,  failing  an  organic  one,  it  is  not 
imreasonable  to  inquire  whether  it  is  possible  that  during  life  a 
functional  obstruction  may  not  have  been  present  at  the  cardiac 
orifice  of  the  stomach. 

Apart  from  organic  change,  continued  closure  of  the  cardiac 
orifice  might  be  due  either  to  inhibition  of  contraction  of  the  longi- 
tudinal muscular  coat  on  the  one  hand,  or  to  spasm  of  the  circular 
muscular  fibres  on  the  other. 

If  the  obstruction  was  spasmodic,  some  special  hyx)ertrophy  of 
the  muscular  fibres  forming  the  cardiac  sphincter  might  have  been 
expected. 

The  records  of  published  cases  do  not  make  it  plain  that  this  is 
BO,  and  in  this  specimen  there  is  no  sign  of  it. 

Possibly  a  failure  in  the  co-ordinating  mechanism  by  which  the 
»  •  Diseases  of  Throat,*  vol.  i,  p.  117* 
«  'Path.  Soc.  Trans./  vol.  xvii,  p.  138. 
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cardiac  sphincter  is  relaxed  during  swallowing — a  kind  of  stam- 
mering with  other  organs  than  those  of  speech — might  give  rise 
both  to  hypertrophy  and  to  dilatation  of  the  oesophagus. 

Paralysis  or  continued  inhibition  of  the  longitudinal  muscular 
fibres  of  the  oesophagus  would  allow  dilatation  of  the  tube  to  occur, 
and  at  the  same  time  by  interfering  with  the  opening  of  the  cardiac 
sphincter  would  induce  hypertrophy  of  the  circular  muscular  coat. 

Simple  dilatation  with  muscular  hypertrophy  can  then  be  more 
satisfactorily  explained  as  due  to  inhibition  or  atony  of  the  longi- 
tudinal coat,  than  to  the  similar  change  in  the  whole  musculature  of 
the  oesophagus. 

In  this  case  the  vomiting  appeared  to  be  a  neurosis  intimately 
connected  with  whooping-cough.  In  that  affection  the  manifesta- 
tions are  connected  with  irritation  of  the  vagus ;  and  simple  vomiting, 
though  it  might  lead  to  fome  hypertrophy,  need  not  produce  any 
dilatation  of  the  oesophagus.  Perhaps  the  dilatation  was  a  late 
event  in  the  course  of  vomiting,  which,  starting  as  a  neurosis  after 
pertussis,  had  become  a  habit.  Deceniber  Srd,  1895. 


4.  Diphtheria  of  the  cesophagus.     {Card  specimen.) 
By  E.  W.  GooDALL,  M.D. 

HiBTOBT. — Bichard  S — ,  aged  8  days,  was  admitted  to  the  Eastern 
Hospital  at  noon  on  November  30th,  1895.  He  was  said  to 
have  had  a  "  croupy  cough  "  since  birth,  and  a  nasal  discharge  since 
November  29th. 

The  infant  was  exceedingly  ill,  in  fact  moribund  on  admission. 
A  yellowish  exudation  could  be  seen  on  the  palate,  and  there  was 
an  amber-coloured  nasal  discharge.  He  died  at  1.23  a.m.  on 
December  1st. 

Diphtheria  bacilli,  long  and  short,  were  grown  from  the  exudation 
on  the  palate. 

At  the  poti-mortem  examination,  made  on  December  3rd,  there 
was  membranous  exudation  on  the  palate  and  its  arches  and  the 
epiglottis.  The  membrane  extended  down  the  oesophagus  to  within 
an  inch  or  so  of  the  cardiac  orifice  of  the  stomach.  There  was  also 
extensive  lobular  pneumonia.  The  foramen  ovale  and  ductus 
arteriosus  were  patent. 

The  specimen  is  preserved  in  the  museum  of  the  Boyal  College 
of  Surgeons.  Deceniber  drd,  1895. 
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5.  Sarcoma  of  the  cBsophaffus. 
By  Ctbil  Oolb,  M.B. 

HiSTOBT  OF  CA8B. — The  patient  was  a  man  aged  50,  who  had 
suffered  from  increasing  difficulty  in  swallowing  for  three 
months,  and  from  regurgitation  of  frothy  fluid.  Gastrostomy  was 
performed,  but  death  took  place  a  week  later  from  peritonitis  and 
broncho-pneumonia. 

At  the  autopsy  no  secondary  growths  were  found  either  in  the 
neighbourhood  of  the  oesophagus  or  elsewhere.  On  laying  open 
the  gullet  a  polypoid  growth  like  a  small  sausage  was  seen  springing 
from  its  wall. 

Deecription  of  specimen, — The  tumour  is  attached  to  the  left  wall 
of  the  oesophagus  at  a  distance  of  five  inches  below  the  cricoid 
cartilage.  It  is  distinctly  pedunculated,  and  may  be  described  as 
consisting  of  two  parts,  a  body  and  a  pedicle. 

The  body  of  the  timiour  is  moulded  into  a  cylindrical  or 
sausage-shaped  mass,  the  long  axis  of  which  corresponds  with  that 
of  the  oesophagus.  This  mass  measiu*es  4  inches  in  length,  and 
about  an  inch  and  a  quarter  in  its  shorter  diameters.  It  has  an 
uneven  lobulated  outline,  but  the  surface  is  for  the  most  part 
smoothly  covered  with  mucous  membrane.  The  body  is  directly 
continuous  with  the  short  pedicle. 

The  pedicle  measures  one  inch  in  thickness  where  it  is  attached 
to  the  body  of  the  timiour,  but  widens  out  considerably  where  it 
blends  with  the  wall  of  the  oesophagus.  In  the  latter  situation 
there  is  an  oval  plaque  of  growth  which  measures  1^  inches  in 
its  chief  diameter,  and  is  placed  between  the  mucous  membrane 
and  the  muscular  coat  of  the  gullet,  in  the  submucous  tissue. 
This  plaque  projects  three  eighths  of  an  inch  above  the  level  of  the 
mucous  surface  of  the  tube,  and  to  its  centre  is  attached  the  narrow 
pedicle  of  the  main  portion  of  the  tumour  as  above  described. 
Examination  shows  clearly  that  the  growth  has  not  invaded  the 
muscular  tissue,  and  that  its  path  of  extension  is  along  the  sub- 
mucous coat.  Beyond  the  fact  that  the  calibre  of  the  oesophagus  is 
somewhat  dilated  at  the  seat  of  the  tumour,  there  is  no  abnormal 
appearance  in  the  remainder  of  the  tube.  There  are  no  enlarged 
lymphatic  glands. 
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On  section  the  growth  has  a  markedly  homogeneous  appearance, 
and  is  of  soft  consistency.  Microscopical  examination  shows  that 
it  is  made  of  sarcomatous  cells,  chiefly  spindle-shaped,  which  are 
arranged  in  interlacing  bundles,  and  the  tissue  is  penetrated  by  a 
few  thin-walled  vessels.  Some  of  the  spindle-shaped  cells  are  of 
considerable  size,  a  feature  which  has  been  noticed  in  other 
specimens  of  sarcoma  of  the  oesophagus.  The  preparation  is 
preserved  in  the  museum  of  St.  George's  Hospital. 

March  17th,  1896. 

Report  of  the  Morbid  Growths  Committee  on  Dr.  CyHl  Ogle* 8 
specimen  of  sarcoma  of  the  (esophagus, — We  are  of  opinion  that  this 
tumour  is  a  large  spindle-celled  sarcoma,  which  has  originated  in 
the  submucous  tissue  of  the  oesophagus. 

Waltbb  G.  Spenceb. 

J.  H.  Tabgett. 

S.  G.  Shattock,  Chairman, 


6.  Extensive  malignant  ulceration  of  the  (Esophagus, 
By  J.  H.  Tabgett. 

CLINICAL  HiSTOBT. — The  patient  was  a  woman  aged  54,  who  came 
under  observation  on  January  26th  for  a  swelling  imder  the 
jaw  on  the  left  side.  She  had  been  ill  for  six  months  with  neuralgic 
pains,  followed  in  two  or  three  months  by  dysphagia  and  hoarseness  ; 
and  for  some  time  past  she  had  rejected  her  food  occasionally  on 
attempting  to  swallow  it. 

On  admission  the  patient  was  sallow  and  had  lost  much  flesh.  The 
lungs  and  abdominal  viscera  were  healthy.  The  glands  in  the  left 
submaxillary  region  were  enlarged  and  hard.  Laryngoscopic  exam- 
ination showed  that  the  left  arytaenoid  cartilage  was  motionless,  and 
the  left  vocal  cord  in  the  cadaveric  position.  An  oesophageal  bougie 
(No.  15)  was  stopped  12^  inches  from  the  dental  arch.  After  a 
little  manipidation  a  No.  12  bougie  was  passed  into  the  stomach.  It 
was  gripped  in  passing  through  the  stricture,  but  loose  when  re- 
moved twenty  minutes  later.  No  blood  or  fragments  of  tissues  on 
the  bougie.    During  the  next  three  months  bougies  were  passed 
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from  time  to  time,  and  the  patient's  condition  on  the  whole  improved, 
so  that  she  gained  flesh  and  strength  and  was  able  to  go  out  for  a 
walk. 

On  May  10th  she  began  again  to  reject  her  food.  A  bougie 
(No.  9)  was  passed,  and  was  thought  to  have  entered  the  stomach, 
but  on  withdrawal  it  was  foimd  doubled  up  about  12  inches  from 
the  teeth,  and  it  had  evidently  not  passed  the  stricture.  Smaller 
bougies  were  subsequently  tried  with  success,  and  again  the  patient's 
health  improved  considerably. 

On  September  17th  it  was  noted  that  dysphagia  had  been  in- 
creasing for  several  days.  Much  frothy  mucus  was  expectorated. 
Attempted  intubation  of  the  oesophagus  failed,  but  the  end  of  the 
tube  was  caught  a  little  way  below  the  larynx,  and  air  at  once  passed 
through  it  during  inspiration.  After  withdrawing  the  tube  a  littlo 
blood  was  coughed  up.  From  this  time  a  blood-stained  muco- 
purulent expectoration  continued,  and  any  liquid  swallowed  became 
mingled  with  the  sputum. 

Signs  of  pneumonic  consolidation  supervened,  and  the  patient 
gradually  sank  on  September  29th,  having  been  under  observation 
for  eight  months. 

Autopsy. — On  removal  of  the  oesophagus  it  was  found  that  its 
posterior  wall  was  firmly  adherent  to  the  pre- vertebral  muscles,  to  the 
roots  of  the  limgs,  and  to  the  arch  of  the  aorta.  Hence  several 
lacerations  in  the  wall  of  the  gullet  were  made  at  the  post-mortem 
examination.  Subsequent  dissection  of  the  parts  showed  a  very 
extensive  ulceration  of  the  oesophagus,  beginning  about  1^  inches 
below  the  cricoid  cartilage,  and  reaching  to  a  point  fully  two  inches 
below  the  roots  of  the  limgs.  At  no  part  of  its  course  was  there  a 
projection  as  of  a  new  growth.  Opposite  the  roots  of  the  limgs  almost 
the  whole  circumference  of  the  tube  had  disappeared,  and  it  was  here 
that  adhesions  had  been  contracted  to  the  adjacent  tissues,  so  that 
practically  the  wall  of  the  canal  was  made  up  of  the  aorta,  roots 
of  lungs,  and  pre-vertebral  muscles.  Several  perforations  of  the 
tube  were  foimd  here  on  dissection,  but  there  was  no  reason  to 
believe  that  they  had  existed  during  life. 

At  the  upper  limit  of  the  ulceration  a  fistula  of  considerable  size 
in  the  anterior  wall  of  the  oesophagus  passed  directly  into  the 
trachea,  and  there  was  no  doubt  that  the  bougie  had  entered  this 
fistula.  Owing  to  the  depth  and  extent  of  the  ulceration,  it  was 
difficult  to  say  whether  much  stricture  had  ever  existed.    What 
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appeared  to  be  the  narrowest  part  of  the  tube  was  exactly  behind 
the  left  bronchus. 

Microscopical  examination  of  the  edge  of  the  nicer  showed  that  it 
was  due  to  a  squamous-celled  epithelioma ;  the  glands  along  the 
roots  of  the  lungs  contained  secondary  deposits. 

Remarks. — The  most  remarkable  feature  of  the  specimen  is  the 
extreme  degree  to  which  the  ulceration  of  the  epitheliomatous 
growth  has  proceeded,  and  the  absence  of  production  of  any  new 
material.  This  is  the  more  noteworthy  since  there  was  no  clinical 
evidence  of  ulceration.  The  breath  remained  sweet,  and  the  expec- 
toration free  from  blood  until  a  few  days  before  death,  and  the 
passage  of  the  bougies  caused  no  bleeding  until  the  opening  into  the 
trachea  had  been  established. 

About  seven  years  before  the  onset  of  her  fatal  illness  the 
woman  had  been  imder  treatment  as  an  out-patient  for  dyspepsia 
vnth  doubtful  phthisis,  but  no  evidence  of  past  tuberculous  disease 
was  found  at  the  autopsy.^ 

December  Srd,  1895. 


7.  Epithelioma  of  the  ORSophagus  invading  the  trachea  and  left 
bronchus  ;  extensive  cystic  degeneration  of  the  secondary 
deposits  in  the  liver  and  stomach.     [Card  specimen.) 

By  Abthub  F.  Voelckeb,  M.D. 

DBSCBiPTioN  OF  SPECIMEN. — There  is  a  large  epitheliomatous 
growth  in  the  oesophagus  situated  just  below  the  level  of  the 
bifurcation  of  the  trachea,  which  has  invaded  the  trachea  and  left 
bronchus.  The  cardiac  end  of  the  OBSophagus  is  free  from  growth. 
Secondary  deposits  are  seen  on  the  small  curvature  of  the  stomach 
and  in  the  liver.  These  nodules,  even  the  small  ones,  show  marked 
cystic  change,  a  smooth  thin  layer  of  new  growth  alone  being  left  as 
the  wall  of  the  cyst.  There  were  a  few  small  solid  masses  of  new 
growth  in  the  Uver.  The  lungs  show  inhalation  pneumonia  and 
gangrene. 

From  a  man  aged  49,  who  died  in  Middlesex  Hospital. 

October  Ibih,  1895. 
*  This  fpecimen  hat  b>en  described  as  an  example  of  apparently  simple  nlcera* 
tion  of  the  ossophagus.    See  '  Brit.  Med.  Jonm./  1892,  vol.  ii,  p.  1178. 
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8.  Epithelioma  in  an  cesophageal  pouch. 
Bv  G.  Newton  Pitt,  M.D. 

JOHN  C — ,  aged  50,  a  solicitor's  clerk.  At  the  age  of  twenty-five 
he  was  ill  for  twelve  months  with  a  very  severe  form  of 
xilcerated  throat ;  five  years  later  he  was  again  ill  for  a  year  with 
inflammation  of  the  limgs.  He  enjoyed  good  health  until  1891, 
when  he  had  infi.uenza.  He  has  had  indigestion  for  some  years ;  no 
history  of  syphilis. 

Two  years  ago  he  first  noticed  he  had  a  slight  difficulty  in 
swallowing,  but  this  did  not  become  very  troublesome  imtil  a  year 
ago.  He  had  no  pain  in  swallowing.  For  between  one  and  two 
years  he  has  taken  his  meals  alone  because  part  of  his  food 
regurgitated,  so  that  he  required  a  porringer  at  his  side  into  which 
to  expectorate.  The  vomiting  was  looked  upon  as  due  to  gastric 
disturbance. 

Two  months  ago  the  vomiting  became  more  frequent,  and  since 
then  he  has  wasted  greatly,  although  he  has  not  had  much  pain. 
Latterly  he  has  not  been  able  to  swallow  anything  but  liquids. 
He  was  admitted  under  my  care  on  December  20th,  1895. 

He  says  that  for  fourteen  days  he  has  been  unable  to  swallow 
even  fluids,  all  attempts  producing  pain  in  the  throat,  and  after  half 
a  minute  the  food  produces  a  cough  and  returns  up  into  his  mouth 
again.  Two  days  ago  an  oesophageal  probang  was  used,  but  could 
not  be  passed  beyond  the  cricoid.  For  two  days  he  has  had  nutrient 
enemata.  A  spare  man,  not  looking  his  age ;  he  was  able  to  walk 
up  into  the  ward  without  assistance.  He  complains  of  intense 
thirst,  is  very  himgry,  and  is  not  emaciated ;  the  abdominal  wall 
is  retracted.     The  larynx  appeared  normal. 

Mr.  Jacobson  recommended  gastrostomy,  but  the  man  refused  any 
operation,  and  it  was  not  found  possible  to  pass  even  the  smallest 
oesophageal  tube,  the  obstruction  being  just  beyond  the  cricoid. 
The  patient  has  painful  internal  piles. 

He  was  fed  with  nutrient  enemata,  consisting  of  peptonised  milk 
with  meat  juice  and  a  nutrient  suppository  every  four  hours. 
For  four  days  these  were  retained,  the  suppositories  being  stopped 
on  the  third  day  on  accoimt  of  the  pain  they  caused.  After  this 
several  enemata  were  returned,  and  he  died  of  exhaustion  on 
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December  28th,  eight  days  after  admission.  He  used  quantities 
of  tea»  beer,  and  iced  water  to  rinse  out  his  mouth.  The  occur* 
renoe  of  the  cough  a  short  time  after  he  had  taken  any  liquid  sug- 
gested the  possibility  of  a  communication  between  the  trachea  and 
cesophagus  due  to  the  growth,  but  turned  out  to  be  the  result  of 
the  contraction  of  the  pouch  causing  the  fluid  to  be  ejected  over  the 
surface  of  the  larynx. 

AtUop$y. — Upon  the  posterior  wall  of  the  oesophagus  on  the  right 
side,  at  the  level  of  the  lower  margin  of  the  cricoid,  there  is  an 
aperture  f  inch  across,  which  leads  into  a  pouch  an  inch  and  a  half 
long.  On  the  anterior  wall  of  the  pouch  is  an  epitheliomatous 
g^wth  which  projects  slightly  into  its  cavity,  and  extends  up  to  its 
orifice,  but  not  into  the  oesophagus  or  pharynx.  The  pressure  of 
the  growth  on  the  oesophagus  produced  so  much  obstruction  that 
a  finger  could  not  be  passed  down. 

It  is  clear  that  the  oesophageal  bougies  passed  into  the  pouch, 
and  the  case  shows  what  great  care  is  necessary  in  using  them,  aa 
with  very  little  pressure  the  bougie  would  have  pimctured  the  lower 
end  of  the  thin-walled  sac. 

Microscopically  the  growth  is  a  squamous-celled  epithelioma  with 
much  small-celled  infiltration  of  the  connective  tissue  which  forms 
the  stroma.     The  specimen  is  preserved  in  Guy's  Hospital  Museum. 

January  2l8t,  1896. 


9.  Dilatation  of  the  stomach,     {Card  specimen,) 
By  E.  G.  Hebb,  lidf.D. 

THE  specimen  came  from  a  middle-aged  man,  who  gave  a  history  of 
vomiting  and  epigastric  pain  from  April,  1895.  On  examina- 
tion the  stomach  was  found  to  be  greatly  distended.  While  in 
Westminster  Hospital,  where  he  was  admitted  November  13th,  1895, 
imder  Dr.  Donkin,  he  frequently  vomited,  and  occasionally  brought 
up  blood.     Died  February  2nd,  1896,  of  asthenia. 

The  stomach  was  foimd  to  be  greatly  dilated.  The  last  three 
inches  of  oesophagus  were  much  fibrosed,  and  the  surface  ulcerated. 
The  first  part  of  the  duodenum  was  much  stenosed,  the  circumference 
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at  the  narrowest  part  being  jiist* three  quarters  of  an  inch.  The 
wall  of  the  gut  at  this  part  is  nnusuallj  thin.  In  the  mucosa  there 
is  a  furrow,  parallel  to  the  long  axis  of  the  gut,  half  an  inch  long. 
This  probably  represents  the  cicatrix  of  a  healed  ulcer  to  which 
the  stenosis  is  due.     The  pylorus  is  dilated.         April  2l8t,  1896. 


10.  Multiple  polypi  of  stomach  and  intestine. 
By  William  Collibb,  M.D. 

HiSTOBY.  —  A    man    aged    21    was    admitted  to  the  Badcliffe 
Infirmary  on  June  28th,  1895. 

His  illness  commenced  about  twelve  months  previously  with  pain 
across  the  upper  part  of  the  abdomen  and  vomiting.  These  sym- 
ptoms increased  in  ^verity  during  the  last  six  months.  On  one 
or  two  occasions  the  vomit  was  blood-streaked.  Pain  did  not  seem 
to  be  affected  by  food. 

CondUion  on  admission. — The  patient  looked  anxious  and  very 
decidedly  ill.  Nothing  was  discovered  in  the  abdomen  to  account 
for  the  pain  and  vomiting.  While  in  the  infirmary  he  vomited 
daily,  and  often  complained  of  severe  abdominal  pain.  Bowels 
confined ;  he  was  put  on  a  fluid  diet. 

On  the  evening  of  July  10th  the  patient  was  seized  with  more 
than  usually  severe  abdominal  pain,  and  the  vomiting  became  urgent. 
The  following  morning  a  distinct  tumour  could  be  made  out  running 
obliquely  across  the  abdomen  from  right  to  left.  This  was  con- 
sidered to  be  most  probably  an  intussusception,  and  it  was  decided 
to  open  the  abdomen.  On  this  being  done  a  large  intussusception 
was  found  commencing  within  a  few  inches  of  the  pylorus.  This 
was  easily  reduced,  but  the  patient's  condition  did  not  improve,  and 
he  died  about  twenty  hours  after  the  completion  of  the  operation. 

July  12th. — On  post-mortem  examination  an  enormous  number  of 
polypi  were  found,  varying  in  size  from  a  pigeon's  egg  to  a  pea ; 
they  were  scattered  throughout  the  stomach  and  small  intestines, 
the  greatest  number  being  in  the  duodenum  and  upper  part  of  the 
jejunum.     Many  of  them  were  furnished  with  long  pedicles. 

The  specimens  are  preserved  in  the  museum  of  the  Boyal  College 
of  Surgeons.  October  16th,  1895. 
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11.  Tuberculoid  ulceration  of  the  ileum  with  perforation. 
[Card  specimen.) 

By  Hugh  Walsham,  M.B. 

THE  specimen  was  taken  from  the  body  of  a  man  aged  48,  who 
died  of  chronic  pulmonary  tuberculosis  and  peritonitis. 
On  opening  the  abdomen  the  coils  of  intestine  occupying  the 
right  iliac  fossa  and  pelvis  were  foimd  matted  together  by  recent 
adhesions.  On  separating  the  coils  a  large  perforation  was  foimd 
in  the  ileum  about  two  inches  from  the  ileo-csBcal  valve.  On 
opening  the  gut  this  perforation  was  found  to  be  in  the  floor  of  a 
large  tuberculous  ulcer,  which  completely  surrounded  the  circum- 
ference of  the  bowel.  The  ileo-caecal  valve  was  almost  completely 
destroyed  by  ulceration.  Two  more  large  tuberculous  ulcers  were 
found  higher  up  the  ileum.  The  large  intestine  was  free  from 
ulceration.  The  mesentery  contained  many  miliary  tubercles.  The 
mesenteric  glands  were  enlarged  and  tuberculous.  The  liver  and 
Mdneys  had  many  tuberculous  nodules  scattered  through  their 
substance. 

March  Zrd  1896. 


12.  A  diverticulum  ilei  of  unusual  length  and  position.     {Card 

specimen.) 

By  Bilton  Pollabd,  B.S. 

DxscBiPTioK  OP  SPECIMEN. — At  a  distance  of  24  inches  from 
the  pylorus  the  intestine  bifurcates.  The  two  segments 
are  similarly  supplied  with  mesentery,  so  that  it  is  only  by  tracing 
them  that  the  true  intestine  and  the  diverticulum  can  be  dis- 
tinguished. The  diverticulum  after  a  course  of  86  inches  reaches 
the  umbilicus,  beyond  which  it  originally  terminated  as  a  large 
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cul-de-sac  in  the  umbilical  cord.     The  other  segment  of  the  intestine 
terminates  at  the  ileo-caecal  valve  after  a  course  of  68  inches. 

There  was  no  other  malformation. 

The  specimen  is  preserved  in  the  museum  of  the  Royal  College 
of  Surgeons. 

April  2l8t,  1896. 


13.  A  diverticulum  ilei  attached  to  the  mesentery.     {Card 
specimen,) 

By  Hugh  Walsham,  M.B. 

THE  specimen  was  taken  from  the  body  of  a  man  aged  39,  who 
died  of  chronic  pulmonary  tuberculosis. 
The  diverticulum  is  situated  about  three  feet  from  the  ileo-c«cal 
valve.     It  is  about  4  inches  in  length,  and  is  firmly  attached  by  its 
extremity  to  the  mesentery.     Nothing  was  f oimd  in  the  diverticulum. 

November  19th,  1895. 


14.  Caseous  mass  attached  to  the  caecum,     [Card  specimen,) 
By  Hugh  Walsham,  M.B. 

FEOM  a  man  aged  forty-four,  who  died  of  chronic  pulmonary 
tuberculosis. 
The  specimen  consists  of  the  caecum  with  portions  of  the  ileum 
and  ascending  colon.  Attached  to  the  end  of  the  cfiecum  by  a 
mesentery  is  a  small  flattened  mass  about  the  size  of  a  cobnut. 
The  outer  surface  is  distinctly  granular.  On  section  the  mass 
appears  to  be  partly  caseous  and  partly  fibrous.  Under  the 
microscope  a  few  giant-cells  are  seen  in  the  sections,  mostly  confined 
to  the  periphery  of  the  mass. 

There  were  a  few  small  tubercular  ulcers  in  the  small  intestine. 
The  mesenteric  glands  were  not  enlarged  or  caseous,  but  quite  fresh 
miliary  tubercle  was  scattered  throughout  the  mesentery. 

December  Srd,  1895. 
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15.  Three  cases  of  ulcerative  appendicitis. 
By  William  Huitteb,  M.D. 

CASE  1. — ^A  csecum  and  portion  of  ileum  removed  from  a  boy  aged 
13,  imder  the  care  of  Dr.  Qreen,  Charing  Cross  Hospital. 

The  appendix  is  considerably  thickened,  and  boimd  down 
throughout  its  length  (1  inch)  to  back  of  CflBCimi.  At  about  its 
middle  an  ulcerated  aperture  is  seen,  through  which  communication 
has  taken  place  between  the  lumen  of  the  appendix  and  adjacent 
extra-peritoneal  tissues.  The  adjacent  lymph  glands  are  enlarged 
and  soft ;  in  the  recent  state  they  were  red,  soft  and  swollen.  The 
appendix  was  filled  in  recent  state  with  dirty  grey  pus ;  and  the 
surrounding  tissues  were  in  a  dark,  sloughy  condition. 

History. — Admitted  December  11th,  1895,  as  a  case  of  "  enteric 
fever."  Died  December  17th,  1895.  Seventeen  days  before  ad- 
mission was  seized  with  vomiting,  shivering,  profuse  sweating,  and 
diarrhoea ;  and  since  then  daily  attacks  of  shivering  and  sweating. 

After  admission  daily  rigors,  followed  by  profuse  sweating, 
average  temperature  during  rigor  being  104*2°  F.  Heart's  action 
was  rapid  and  tumultuous,  with  an  apical  systolic  murmur,  changing 
in  character  daily.  Two  days  before  death  a  presystolic  thrill  felt. 
Liver  extended  down  to  umbilicus,  was  tender  on  pressure,  and 
friction  sounds  heard  over  it.     Spleen  felt  below  costal  margin. 

Autopsy, — Peritoneal  cavity  contained  18  oz.  of  clear  straw- 
coloured  serum. 

Liver  projected  3  inches  below  costal  margin;  weight  56  oz. 
The  posterior  part  of  its  right  lobe  was  occupied  by  a  large  swelling 
6x4  inches  in  diameter,  studded  with  points  of  suppuration.  On 
section  greater  part  of  right  lobe  occupied  by  multilocular  abscess 
cavity,  filled  with  dirty  yellowish  pus ;  the  liver  substance  aroimd 
soft  and  inflamed.  There  was  recent  local  peritonitis  over  liver,  but 
no  general  peritonitis. 

Fortdt  vein  filled  with  partially  broken-down  blood-clot  and  dirty 
grey  pus,  its  walls  and  its  branches  throughout  the  liver  being 
surroimded  by  pus. 

Small  intestine, — No  change.  Large  intestine  shows  some  pro- 
minent follicles. 

Case  2. — A  cfficimi  and  portion  of  ileum  removed  from  a  woman 
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aged  35,  admitted  into  Charing  Cross  Hospital  on  December  30th, 
1895,  under  the  care  of  Mr.  Boyd,  and  died  the  following  day. 

There  is  great  matting  and  thickening  of  tissues  around  caecum 
and  appendix.  The  appendix  forms  a  thick,  somewhat  flattened 
cord  2  inches  long,  i  inch  across,  with  truncated  end,  and  is  traversed 
by  a  dark  sloughing  channel  corresponding  to  the  limien ;  close  to 
the  caecum  there  is  an  ulcerated  opening  i  inch  long.  Aroimd  this 
there  was  an  abscess  cavity  containing  8  oz.  of  faecal-smelling  pus  ; 
and  an  oval  faecal  concretion,  i  inch  long  by  I  inch  wide,  was  re- 
moved. The  apex  of  the  appendix,  1^  inches  long,  was  removed  by 
operation  during  life. 

History. — There  was  a  history  of  illness  for  a  week  previous  to 
admission ;  then  acute  pain  two  days  before  admission,  followed  by 
hiccough  and  cold  clammy  sweats. 

At  the  operation  an  abscess  cavity  was  opened,  and  8  oz.  of 
faecal-smelling  pus  evacuated,  with  a  brown  faecal  concretion  of  the 
size  of  a  plum-stone,  and  1 J  inches  of  a  greatly  thickened  appendix 
was  removed  (thickness  that  of  the  middle  finger).  The  mucous 
membrane  lining  the  canal  of  this  portion  was  in  a  dark,  sloughy 
condition. 

Autopsy, — There  was  recent  diffuse  general  peritonitis,  with 
matting  together  of  intestines,  and  more  localised  collections  of  pus 
were  found  between  small  intestine  and  transverse  colon,  and  in  the 
region  of  the  hepatic  flexure.  There  was  great  inflammatory  oedema 
of  extra- peritoneal  tissues  aroimd  right  kidney,  and  in  right  flank 
behind  ascending  colon. 

The  abscess  cavity  close  to  caecum  lay  over  the  ulcerated  opening 
in  the  appendix,  its  wall  formed  partly  by  the  exposed  lumen  of 
the  appendix,  partly  by  the  thickened  surroimding  tissues.  No 
secondary  abscesses  were  foimd  in  liver  or  other  organs. 

Case  3. — A  caecum  and  portion  of  ileum  removed  from  a  child 
aged  6  admitted  into  Charing  Cross  Hospital  under  the  care  of 
Dr.  Abercrombie. 

The  peritoneal  coats  of  caecum  and  ileimi  are  coated  with  yellowish 
lymph.  The  appendix  is  about  two  inches  in  length,  its  apex 
adherent  to  ileum.  The  greater  part  of  it  is  extensively  ulcerated, 
and  in  recent  state  was  in  a  gangrenous  condition.  The  proximal 
portion  of  the  appendix  is  healthy. 

There  was  extensive  suppurative  peritonitis,  the  whole  of  the 
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abdomen  below  umbilicus  forming  an  abscess  cavitj,  communicating 
with  more  localised  collections  of  pus  in  right  and  left  flanks  and 
hypochondria.  The  appendix  lay  on  brim  of  pelvis,  and  projected 
into  abscess  cavity,  occupying  Douglas's  pouch. 

History, — Admitted  for  abdominal  pain  and  vomiting,  sudden  in 
onset,  ten  days  previous  to  admission.  After  admission  there  was 
diarrhoea  (four  to  nine  motions  daily).  Fever  varying  from  100° 
morning  to  102°  evening ;  daily  vomiting,  tenderness  over  abdomen, 
and  rigidity  of  abdominal  walls  over  lower  part.  Death  occurred 
ten  days  after  admission,  temperature  day  before  rising  to  1054°. 

March  drd,  1896. 


16.-4  vermiform  appendix  eight  inches  long  containing  a 
concretion,     (  Card  specimen.) 

By  W.  J.  Tyson,  M.D. 

THE  specimen  shows  an  appendix  which  measures  eight  inches  in 
length.  At  two  inches  from  its  distal  extremity  there  is  an 
xdcerated  opening  an  inch  long.  The  whole  tube  was  attached  to 
the  caecum  and  ascending  colon. 

The  concretion  was  foimd  lying  in  a  small  abscess  cavity  which 
had  ruptured  into  the  general  peritoneal  cavity.  It  is  ovoid  in 
shape,  measuring  in  length  i  inch,  and  in  width  \  inch ;  there  is 
on  its  surface  a  short  spinous  process. 

History, — The  man  from  whom  the  specimen  was  taken  was  20 
years  of  age.  Taken  ill  on  Saturday,  April  11th,  1896,  and  ad- 
mitted into  the  Folkestone  Hospital  on  the  following  Tuesday  with 
well-marked  signs  of  appendicitis,  sickness,  great  localised  pain 
between  umbilicus  and  right  anterior  superior  spine,  tenderness  on 
pressure,  and  impaired  dulness. 

The  collapse  which  took  place  on  the  day  following  admission 
indicated  a  perforation  of  the  appendix.  Death  followed  on  the 
Monday,  nine  days  from  commencement  of  illness.  General  sup- 
purative peritonitis  was  foimd  at  the  autopsy.      May  19<fe,  1896. 
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17.  Mucous  casts  of  the  large  intestine,  passed  during  several 
months,  in  a  case  of  cancer  of  the  colon,  with  great  hyper- 
trophy of  the  bowel  above  the  seat  of  stricture. 

By  P.  H.  Pte-Smith,  M.D. 

SW — ,  a  woman  aged  50,  was  admitted  into  Qxiy's  Hospital 
•  Tinder  my  care  at  the  beginning  of  December,  1895.  She  had 
during  the  whole  year  and  part  of  1894  been  suffering  from  con- 
stipation, with  distension  of  the  abdomen  and  occasional  attacks  of 
diarrhoea;  and  all  this  time  she  had  been  passing  at  frequent 
intervals  large  soft  gelatinous  shreds,  and  more  or  less  complete 
cylindrical  casts.  She  was  much  wasted,  and  suffered  from  griping 
pains,  with  visible  peristalsis  of  the  bowels.  There  was,  however^ 
little  vomiting  or  fever,  and  no  sign  of  peritonitis. 

The  membranous  casts,  which  were  seldom  absent  from  a  stool 

» 

were  unstained  with  biliary  pigment ;  they  were  soft  but  consistent, 
sometimes  mere  fragments,  but  sometimes  complete  cylinders  one 
and  a  half  or  two  feet  long.  Chemically  they  consisted  of  mucin, 
not  fibrin,  and  microscopically  showed  no  tissue-structure,  only  a  few 
leucocytes  scattered  through  the  mucus.  They  were  passed  in  such 
abundance  that  I  did  not  think  it  possible  they  could  all  be  pro- 
duced from  the  mucous  membrane  below  the  sigmoid  flexure,  the 
most  likely  place  for  the  stricture,  and  therefore  was  led  (as  it 
proved  erroneously)  to  fix  it  in  the  transverse  colon.  It  seemed 
probable  from  the  patient's  age,  and  the  absence  of  acute  symptoms 
or  of  secondary  tumours,  that  the  obstruction  was  due  to  an  annular 
stricture  independent  of  the  membranous  colitis,  and  this  had  been 
the  conclusion  of  my  colleague  Dr.  Qoodhart,  under  whom  the 
patient  had  been  earlier  in  the  year.  The  operation  of  colotomy 
was  proposed  but  declined.  The  bowels  were  kept  tolerably  open 
by  means  of  enemata,  but  she  became  thinner  and  weaker,  and  at 
last  died  suddenly  and  painlessly  by  syncope. 

The  abdomen  was  found  after  death  filled  by  the  enormously 
thickened  and  distended  colon,  of  which  a  specimen  is  shown. 
When  cut  open  it  remained  stiff  like  a  bag  of  thick  india  rubber. 
There  were  several  pouches  in  the  mucous  membrane,  and  the  longi- 
tudinal as  well  as  the  circular  fibres  of  the  muscular  coat  were 
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hypertrophied.  The  mucous  membrane  was  smooth  and  unchanged 
not  only  in  this  distended  part  of  the  colon,  but  also  below  the 
stricture.  This  consisted  of  an  annular  carcinoma  which  just 
admitted  a  No.  6  catheter,  and  was  situated  near  the  beginning 
of  the  sigmoid  flexure.  There  were  two  or  three  carcinomatous 
lymph  glands  in  the  mesocolon,  but  no  other  secondary  growths 
throughout  the  body.  It  was  remarkable  that  not  only  the  ascend- 
ing transverse  and  descending  colon  were  hypertrophied  in  the  way 
described,  but  the  small  intestine  partook  in  the  same  change.  The 
ileum  just  above  the  valve  measured  four  inches  in  circumference, 
the  colon  above  the  stricture  nine  and  a  half  inches,  both  taken  on 
the  mucous  surface. 

The  colon  below  the  stricture  and  the  rectum  were  contracted, 
and  contained  mucous  casts  like  those  passed  during  life.  When 
these  were  washed  off,  the  surface  of  the  mucous  membrane  was 
found  to  be  unaffected. 

The  pelvic,  thoracic,  and  other  viscera  were  healthy. 

I  have  found  only  two  similar  cases  recorded  in  our  *  Transactions,* 
although  they  are  not  perhaps  so  rare  as  this  would  imply.  The 
first  case,  recorded  in  1850  by  Mr.  Hutchinson,  was  reported 
upon  to  the  Society  by  Dr.  Wilks  and  Dr.  Andrew  Clark  (vol. 
ii,  p.  188,  pi.  viii).  It  consisted  of  gelatinous,  not  fibrinous  casts, 
but  they  contained  numerous  columnar  epithelial  cells,  and  also  per- 
forations which  answered  to  the  mouths  of  Lieberkuhn's  tubules. 

The  second  case  was  contributed  by  Dr.  Goodhart  in  1882  (vol. 
xxiii,  p.  98,  pi.  i).  Like  the  last,  and  like  my  own,  it  occurred  in  a 
middle-aged  woman ;  it  agreed  in  the  gelatinous  condition  of  the 
casts,  but  differed  in  the  fact  that  the  casts  were  solid,  not  hollow 
tubes. 

These  cases  are  clearly  distinguished  in  pathology  from  those  of 
membranous  (so-called  "  croupous  "  or  "  diphtheritic  ")  colitis  with 
fibrinous  exudation  on  an  inflamed  surface,  and  also  from  the  still 
rarer  case  of  sloughing  of  a  ring  of  mucous  membrane,  of  which  I 
had  a  remarkable  instance  in  1887  (cited  in  Fagge  and  Pye-Smith's 
*  Text-book  of  Medicine,*  vol.  ii,  p.  242).  The  present  case,  like 
those  of  Mr.  Hutchinson  and  Dr.  Goodhart,  appears  to  be  one  of 
excessive  secretion  of  a  thick  gelatinous  mucus  by  the  tubular 
glands  of  the  colon,  without  any  inflammation,  or  indeed  partici- 
pation of  the  epithelial  surface  of  the  mucosa. 

January  21«/,  1896. 
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18.   Extensive  ulceration  of  the  large  intestine  in  a  case  of 
enteric  fever.     ( Card  specimen . ) 

By  Abthub  F.  Voblckee,  M.D. 

THE  colon  shows  extensive  honeycombing,  which  is  most  marked 
m  the  splenic  and  sigmoid  flexures.  The  caecum  shows  no 
ulcers.  The  ulcers  appear  to  commence  as  a  follicular  enteritis,  and 
their  increase  in  size  appears  to  be  due  to  distension  of  the  colon. 
There  were  soft  fseces  in  the  distended  colon,  but  they  were  not 
adherent  to  the  ulcers.  The  small  intestine  shows  healing  typhoid 
ulcers  (about  twenty- third  day). 

From  a  woman  aged  49,  who  was  admitted  for  enterica  into  the 
Middlesex  Hospital,  and  died  from  heart  failure. 

October  Uth,  1895. 


19.  The  parts  concerned  in  the  radical  cure  of  inguinal  hernia 
six  months  after  the  operation. 

By  Henet  T.  Butlin. 

THE  patient  was  a  boy  3  yeai*s  of  age,  who  was  admitted  into 
St.  Bartholomew's  Hospital  May  25th,  1895.  He  was 
suffering  from  a  right  inguinal  hernia,  with  some  doughy  thickening 
in  the  lower  part  of  the  sac  above  the  testicle,  which  led  to  the 
belief  that  there  might  be  adherent  omentum. 

On  May  29th  the  right  inguinal  canal  was  opened  through  the 
aponeurosis  of  the  external  oblique ;  the  sac  was  found  and  opened. 
Some  straw-coloured  fluid  issued  throiigh  the  opening,  and  when 
the  abdomen  was  gently  pressed  several  oimces  of  similar  fluid 
escaped.  The  sac  was  carefully  examined,  and  its  interior  was 
discovered  to  be  studded  with  miliary  tubercles.  The  doughy 
swelling  above  the  testicle  was  foimd  to  be  a  softening  mass  of 
tubercle.  This  was  dissected  away.  The  sac  was  separated  from 
the  surrounding  tissues,  transfixed  at  the  internal  ring,  tied  with 
catgut  in  two  halves,  twisted,  and  one  end  of  the  ligature  passed 
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through  it  to  maintain  the  twist.  The  end  of  the  sac  was  cut  off^ 
and  the  stump  was  fastened  with  catgut  to  the  under  surface  of  the 
internal  oblique  muscle.  The  aponeurosis  of  the  external  oblique  and 
the  skin  were  sewn  with  very  fine  fishing-gut  sutures.  The  opera- 
tion was  performed  with  strict  antiseptic  pre<jautions.  The  woimd 
healed  by  the  first  intention,  and  remained  firmly  healed  up  to  the 
time  of  the  patient's  death.  The  slight  fulness  of  the  abdomen 
which  had  existed  before  the  operation  gradually  subsided. 

June  28th. — The  patient  was  sent  to  the  Convalescent  Hospital  at 
Swanley. 

July  12th. — Sent  back  to  the  hospital  from  Swanley  on  account 
of  pain  in  the  right  hip.  Foimd  to  be  suffering  from  commencing 
disease  of  the  hip- joint. 

September  20th. — Abscess  diagnosed  in  front  of  the  hip-joint. 

October  Ist. — Abscess  opened. 

December  17th. — Symptoms  of  meningitis  noted,  which  rapidly 
developed  and  proved  fatal  on  December  22nd. 

Post-mortem  examination, — Firm  scar  in  the  right  inguinal  region. 
At  the  site  of  the  internal  abdominal  ring  on  the  peritoneal  aspect 
a  mass  of  pigment  in  the  peritoneum.  No  pocket  or  depression. 
The  canal  was  firmly  consolidated.  Abdomen :  numerous  tubercles 
on  the  peritoneal  surface  of  the  liver,  and  a  few  thickened  patches 
on  the  surface  of  the  spleen.  Otherwise  no  tubercle  found  either  on 
the  peritoneum  or  in  the  viscera.  Chest:  no  tubercle.  Head: 
tuberculous  meningitis  at  base  of  br^in.  Neck :  slight  enlargement 
of  some  of  the  cervical  glands.  Owing  to  the  changes  which  had 
taken  place  in  connection  with  the  presence  of  tubercle,  there  was 
some  doubt  whether  the  hernia  was  congenital  or  not.  I  am  dis- 
posed to  think  it  was  not  congenital. 

The  case  is  of  interest,  not  only  on  account  of  the  condition  of  the 
parts  which  had  been  the  seat  of  operation,  but  because  the  opera- 
tion had  been  performed  on  a  subject  actually  suffering  from 
tubercle  of  the  sac.  The  fluid  in  the  abdomen  at  the  time  of  the 
operation  suggests  that  the  peritoneum  was  at  that  time  the  seat  of 
disseminated  tubercle.  After  the  death  of  the  patient  tubercle  was 
only  found  in  the  peritoneal  coverings  of  the  liver  and  spleen,  so 
that  it  may  be  believed  that  the  operation  was  the  means  of  causing 
the  removal  of  many  miliary  tubercles  from  the  abdomen,  especially 
as,  during  the  first  few  weeks  after  the  operation,  the  abdomen 
became  very  much  smaller.  April  21«<,  1896. 


Digitized  by 


Google 


56  ORGANS   OF   DIGESTION. 

20.  The  parts  concerned  in  the  radical  cure  of  inguinal  hernia 
two  years  after  the  operation. 

By  James  Bbbby,  B.S. 

THE  patient  from  whom  this  specimen  was  obtained  was  a  woman 
aged  58,  who  died  in  St.  Bartholomew's  Hospital  of  perforation 
of  a  duodenal  nicer  two  years  and  three  months  after  an  operation  for 
the  radical  cure  of  a  right  inguinal  hernia.  The  operation  had  been 
performed  by  Mr.  Alfred  Willett,  to  whom  I  am  indebted  for  per- 
mission to  show  the  specimen,  and  had  been  perfectly  successful. 
The  hernia  was  an  ordinary  labial  hernia,  of  moderate  size.  The 
operation  consisted  in  dissecting  up  the  sac,  tying  it  with  silk,  and 
cutting  it  away ;  the  pillars  of  the  external  ring  were  then  united 
with  the  same  material.  The  wound  healed  apparently  by  first 
intention,  but  two  weeks  later  a  little  localised  suppuration  took 
place  at  the  upper  part  of  the  scar,  and  a  suture  was  removed.  The 
woimd  then  quickly  healed.  The  specimen  shows  that  the  whole  of 
the  inguinal  canal  has  been  filled  up  with  dense  fibrous  tissue.  The 
situation  of  the  internal  ring  is  indicated  by  a  slight  puckering  of 
the  peritoneum  over  it.  The  eirtemal  abdominal  ring  has  been 
almost  obliterated.  There  is  no  local  bulging  of  the  abdominal 
wall.  Apnl  2l8t,  1896. 


21 .  Case  of  infantile  hernia  on  which  radical  cure  teas  performed 
{MacEwen*s  method) ;  death  five  days  after  operation. 

By  C.  H.  GOLDING-BlBD. 

THE  specimen  shown  is  from  a  man  aged  38,  who  died  five  days  after 
an  operation  for  the  radical  cure  of  an  inguinal  hernia  by 
MacEwen's  method.  As  the  case  proved  to  be  a  form  of  infantile 
hernia,  a  short  clinical  note  will  be  of  interest.  The  man  on  February 
7th,  1895,  was  admitted  into  Guy's  imder  my  care  with  an  irreducible 
right  inguinal  hernia  of  large  size,  in  a  semi-strangulated  condi- 
tion.    The  patient  stated  he  had  had  the  hernia  all  his  life;  he 
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could  always  reduce  it  whenever  it  came  down  tintil  now,  sometimes 
easily,  and  at  other  times  it  took  him  hours  to  do  so,  and  he  had 
to  use  great  force :  of  this  last  statement  the  now  bruised  state  of 
the  scrotum  bore  evidence. 

For  two  days  he  refused  to  have  anything  done,  but  getting  worse 
he  then  consented. 

Under  an  anaesthetic  the  scrotal  hernia  was  returned  with  the 
greatest  ease,  but  as  something  seemed  left  behind,  I  operate.  On 
opening  the  scrotal  tumour  I  found  I  had  entered  a  distended 
tunica  vaginalis,  open  up  to,  but  not  into  the  abdomen.  The  testis, 
which  was  small  and  flattened,  was  completely  enclosed  in  a  mesor- 
chium  which  projected  from  the  posterior  wall  of  the  tunica  vaginalis 
for  about  two  inches.  This  mesorchium  was  itself  distended  above 
the  testis,  and  on  opening  it  by  a  vertical  incision  I  found  the  true 
hernial  sac  empty.  The  finger  in  the  timica  vaginalis  coidd  not 
enter  the  abdomen;  the  serous  sac  being  normally  closed.  The 
tissue  composing  the  mesorchium  was  loose  and  vascular,  and  in  it 
the  hernial  sac  lay.  Hence  to  reach  the  interior  of  the  sac  three 
layers  of  peritoneimi  were  divided,  viz.  the  parietal  layer  of  the 
tunica  vaginalis,  the  anterior  layer  of  the  mesorchium,  and  then 
that  of  the  hernial  sac  itself. 

I  determined  to  obliterate  the  sac,  and  did  so  by  MacEwen's 
method ;  the  detachment  of  the  sac  right  up  to  the  general  peri- 
toneum presented  no  difficulty,  and  the  operation  was  completed 
secundum  artem. 

The  patient,  however,  after  recovering  from  the  ancesthetic  was 
profoundly  collapsed,  and  more  or  less  in  this  state  he  lingered 
till  the  fifth  day  ;  symptoms  of  peritonitis  also  supervened.  His 
condition  precluded  the  possibility  of  further  operation,  nor  was  it 
clinically  evident  why,  after  the  operation,  his  state  had  not  im- 
proved. 

At  the  autopsy,  made  by  Dr.  Newton  Pitt,  the  cause  of  death  was 
found,  and  the  specimen  handed  roimd  shows  it.  There  was  general 
peritonitis,  but  the  local  changes  as  now  seen  are  as  follows : 

The  incision  into  the  scrotum  and  tunica  vaginalis  are  seen ;  then 
that  into  the  mesorchium,  the  loose  cellular  tissue  of  which  is  recognis- 
able. On  the  abdominal  aspect  of  the  specimen,  in  the  subperitoneal 
tissue,  and  in  about  the  position  of  the  inner  ring,  is  seen  the  accordion- 
pleated  hernial  sac,  now  not  much  larger  than  a  filbert,  and  a  probe 
passed  up  the  substance  of  the  mesorchium,  along  the  track  where 
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the  hernial  sac  lav,  impinges  now  upon  this  crumpled  mass  repre- 
senting the  sac.  Close  by  it  is  seen  the  i>eritoneal  inner  ring,  which 
the  operation  had  not  closed  (for  reasons  that  will  be  seen  directly), 
and  through  it  projects  a  knuckle  of  bowel  into  the  peritoneal  tissue. 
It  has  no  sac.  At  the  autopsy  this  knuckle  was  almost  in  a'  gan- 
grenous state,  and  its  non-reduction  was  clearly  the  cause  of  Jdeath. 

Fio.  2. 


a.  Testis,  b.  Mesorchiuiu.  c.  Cavity  of  tanica  vaginalis.  d.  Parietal 
peritoneam  of  tanica  vaginalis,  e.  Reflected  peritoneam  covering  roesorchiam. 
/.  Scrotum,  y.  Peritoneal  sac  of  hernia,  h.  Out  in  sac.  t.  Knuckle  of  bowel 
strangulated  outside  peritoneum  through  aperture  in  neck  of  the  main  sac.  k. 
General  parietal  peritoneum.  /.  Subperitoneal  space,  m.  Musculature  of 
abdominal  walls. 

The  order  of  events  appears  to  have  been  that  the  patient  before 
admission  used  all  but  brute  force  to  effect  reduction,  and  succeeded 
in  driving  a  knuckle  of  bowel  through  a  rent  in  the  neck  of  the  sac 
just  below  the  general  peritoneal  level.     The  bulk  of  the  intestine. 
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however,  remained  in  the  scrotum.  Under  the  ansesthetic  this  was 
easily  returned,  and  the  sac  appearing  quite  empty  to  digital  exami- 
nation, I  performed  thej'radical  cure,  never  suspecting  a  subperi- 
toneal protrusion  of  a  knuckle  at  the  inner  ring ;  and  hence  also 
when  the  silk  suture  puckered  up  the  sac  in  the  usual  fashion,  it 
could  only  do  so  as  far  as  to  where  this  knuckle  protruded,  and  con- 
sequently the  opening  of  the  hernial  sac  at  the  general  peritoneum 
was  not  obKterated. 

This  excepted,  the  specimen  shows  well  the  mechanics  of 
MacEwen*s  operation ;  how  the  sac  is  both  completely  obliterated, 
and  at  the  same  time  forms  a  cushion  outside  the  peritoneum  at 
the  inner  ring,  converting  what  was  a  depression  leading  to  the 
sac  opening  into  an  eminence,  and  so  directing  the  bowel  away  from 
the  spot  where  its  constant  impinging  might  reproduce  the  rupture. 

I  should  add  that  Dr.  Newton  Pitt  considered  it  likely  that  the 
knuckle,  which  now  is  seen  lying  without  any  sac,  may  have  had  one ; 
in  fact,  that  it  entered  one  of  the  diverticula  from  the  sac  on  its 
posterior  wall  which  are  known  to  develop  sometimes  in  infantile 
hernia.^ 

The  state  of  the  parts  at  the  time  of  the  post-mortem  was  such 
that  no  immediate  dissection  could  be  made,  and  now  a  careful 
examination  of  the  specimen  (coupled  with  the  known  fact  that  the 
man  had  used  extraordinary  force  in  attempting  reduction)  makes 
me  adopt  the  view  I  have  expressed,  viz.  that  the  peritoneum  had 
been  ruptured,  and  not  that  there  was  a  pre-existing  lateral  pouch 
from  the  main  sac.  April  21^,  1896. 


22.  Case  of  hour-glass  constriction  of  the  sac  of  a  femoral 

hernia. 

By  Macphbbson  Laurie  (per  J.  H.  Targett,  M.S.). 

HISTORY  OP  CASE. — The  patient  was  a  woman  aged  21,  who  came 
under  observation  on  account  of  a  swelling  about  the  size  of  a 
small  hen's  egg,  situated  in  the  left  groin  below  Poupart's  ligament. 

^  An  almost  identicMl  case  of  infantile  hernia  in  the  practice  of  M.  le  Cat 
(1750)  if  quoted  by  J.  Macready,  *  Treatise  on  Rupture,'  p.  82. 
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She  first  noticed  the  swelling  two  and  a  half  years  previously, 
after  a  sudden  straining  effort.  It  had  not  increased  much  in  size 
since  its  first  appe?irance.  She  suffered  at  intervals  from  a  good 
deal  of  pain,  and  was  compelled  at  those  times  to  lie  up  for  a  few 
days.  She  was  then  able  to  push  it  partly  up,  but  some  protrusion 
always  remained. 

On  examination  the  swelling  was  foimd  to  be  a  femoral  hernia, 
rather  tender  to  the  touch,  and  distinctly  constricted  at  its  middle. 
The  patient  was  advised  to  go  to  London  in  order  to  be  fitted  with 
a  truss.  After  careful  trials  the  truss  maker  reported  that  it  was 
impossible  to  obtain  a  satisfactory  result  by  mechanical  appliances. 
An  operation  was  therefore  decided  upon.  After  the  preliminary 
incisions  the  sac  was  separated  from  its  bed  and  pulled  down  from 
the  crural  canal,  so  that  the  neck  could  be  transfixed  and  tied  by 
locked  ligatures  of  silk.  When  the  sac  had  been  removed  the 
proximal  end  of  the  peritoneal  pouch  slipped  back  into  the  abdomen. 

A  good  recovery  ensued  from  the  operation,  and  no  further  dis- 
comfort was  experienced. 

Description  of  specimen. — The  appearance  of  the  sac  on  removal 
being  somewhat  peculiar,  it  was  distended  with  water  from  a  tap, 
and  foimd  to  consist  of  a  serous  pouch  constricted  near  the  middle 
by  a  tight  ring,  so  that  in  shape  it  resembled  an  hour-glass.  After 
further  dissection  the  following  notes  were  made  : — The  lower  com- 
partment of  the  preparation  is  formed  by  an  oval  serous  cyst 
measuring  an  inch  and  a  half  in  its  chief  diameter.  The  upper 
compartment  is  an  incomplete  space  boimded  by  a  broad  fringe  of 
peritoneum,  the  margin  of  which  represents  the  cut  edge  of  the 
hernial  sac.  These  two  compartments  commimicate  through  a 
round  aperture  about  the  size  of  a  No.  12  catheter.  This  aperture 
is  boimded  by  a  narrow  hard  ring  of  thickened  peritoneum,  which 
is  clearly  a  part  of  the  substance  of  the  sac  wall.  There  are  no 
signs  of  old  peritonitis  or  adhesions. 

Remarks. — The  occurrence  of  a  constriction  in  the  sac  of  a 
femoral  hernia  is  sufficiently  rare  to  be  worthy  of  comment.  Two 
explanations  present  themselves.  The  narrowed  part  may  cor- 
respond with  the  line  of  pressure  on  the  hernial  sac  caused  by  the 
tight  edge  of  a  small  saphenous  opening.  Under  such  circimi- 
stances  an  annular  stricture  would  not  be  expected,  in  consequence 
of  the  well-known  character  of  the  saphenous  opening.  A  more 
probable  view  is  that  which  regards  the  constriction  as  the  original 
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neck  of  the  femoral  hernia  formed  at  the  crural  ring,  or  upper 
aperture  of  the  crural  canal.  By  a  subsequent  development  of  the 
hernia,  the  primary  sac  with  its  narrow  neck  has  been  thrust 
further  down  the  crural  canal,  permitting  the  formation  of  a 
secondary  hernial  sac  behind  it.  Thus  the  preparation  represents 
twQ  stages  in  the  development  of  this  rupture,  and  the  condition 
corresponds  exactly  with  what  is  not  tmfrequently  observed  in  the 
large  sacs  of  an  inguinal  or  scrotal  hernia,  in  which  as  many  as 
four  compartments  have  been  described.  Perhaps  the  reason  why 
the  condition  is  so  rare  in  femoral  hernia  may  be  found  in  the 
narrowness  of  the  crural  canal,  the  greater  rigidity  of  the 
surrounding  parts,  and  the  absence  of  that  laxity  in  the  peritoneal 
connections  which  is  so  marked  a  feature  of  a  large  inguinal  sac. 

A^l  2\8t,  1896. 


23.  Pedunculated  cysts  pendent  within  a  hernial  sac. 
By  C.  B.  LocKwooD. 

WHILST  operating  upon  a  non-strangulated  hernia  I  met  with 
certain  cysts  which  projected  into  the  sac.  This  communi- 
cation gives  a  description  of  these  cysts  and  discusses  their 
pathology. 

I  am  not  aware  that  anything  of  the  same  kind  has  hitherto  been 
recorded,  and  our  museums  contain  nothing  similar,  nor  does  the 
Mus^  Dupuytren. 

The  case  was  that  of  a  youth  aged  eighteen  years.  He  stated 
that  he  had  had  a  right  inguinal  rupture  for  six  months.  He  had 
never  worn  a  truss.  Before  the  operation  it  was  clear  that  there 
was  a  complete  inguinal  hernia  upon  the  right  side.  The  lower 
part  of  the  sac  was  full  of  fluid,  whilst  the  upper  part  contained 
something  which  was  guessed  to  be  omentum.  1  did  the  usual 
open  operation  for  radical  cure,  the  inguinal  canal  being  laid  open. 
But  when  the  sac  was  slit  up,  two  small  pedunculated  bodies  came 
out  with  the  fluid.  They  looked  exactly  like  nasal  polypi,  and  each 
was  fastened  to  the  back  of  the  sac  by  a  slender  stalk.    The  size 
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and  relations  of  these  bodies  is  shown  in  the  accompanying  sketch 
(Fig.  3).  The  hernial  sac  was  of  the  funicular  variety,  with  a  con- 
striction about  its  middle.  The  smallest  of  the  projections  sprang 
from  the  hinder  wall  of  the  sac  about  a  third  of  an  inch  above  this 
constriction,  whilst  its  larger  companion  was  attached  just  below 
the  constriction.     These  relations  are  shown  in  the  accompanying 

Fig.  3.  Fio.  4. 


,vVV 


Fig.  3. — Hernial  sac  laid  open  to  show  the  pedunculated  bodies, 
p.  Pedunculated  bodies,    s.  Sac.    T.  Testicle. 

Fig.  4. — Diagram  to  show  relation  of  pedunculated  bodies  to 
hernial  sac.     F.  Pedunculated  bodies,    s.  Sac.     t.  Testicle. 

diagram  (Fig.  4).  The  constriction  seemed  to  have  no  other 
relationship  to  these  projections,  except  that  the  smaller  one  passed 
throTigh  it  from  the  upper  into  the  lower  part  of  the  sac.  As  I  have 
said,  these  bodies  when  fresh  looked  like  ordinary  mucous  polypi  of 
the  nose,  and  were  gelatinous  and  semi-transparent.  After  a  short 
sojourn  in  spirit  and  water  they  became  opaque,  and  similar  in 
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appearance  to  the  rest  of  the  sac  wall.  The  upper  and  smaller 
body  has  collapsed  since  it  was  put  in  spirit,  and  is  now  shrunk  and 
shrivelled,  and  not  at  all  like  what  it  was  when  fresh.  Indeed,  the 
whole  specimen  is  much  altered  and  damaged.  The  drawing  was 
made  from  a  sketch  which  was  made  directly  after  the  operation. 
An  incision  into  these  pedunculated  bodies  showed  them  to  be 
hollow  with  a  narrow  canal  passing  through  their  stalks  to  open  by 
a  minute  orifice  upon  the  exterior  of  the  sac.  These  orifices  were 
concealed  by  the  muscular  fibres  of  the  internal  cremaster,  which,  to- 
gether with  the  other  elements  of  the  cord,  was  closely  related  to  the 
whole  length  of  the  back  of  the  sac.  The  larger  pedunculated  cyst 
contained  clear  fluid,  and  its  interior  was  smooth.  The  smaller  one 
certainly  contained  fluid,  and  may  have  had  a  cavity  in  it,  but  it 
was  not  easy  to  be  sure  by  a  mere  naked-eye  examination.  In  the 
upper  part  of  the  sac,  and  a  little  above  and  to  one  side  of  the 
attachment  of  the  smaller  cyst,  are  two  other  projections  from  the 
sac  wall  (Fig.  3).  These  are  pedimculated  and  about  a  quarter  of 
an  inch  long.  I  could  not  tell  with  certainty  whether  they  were 
hollow  like  their  largest  companion.  Despite  the  youth's  assertion 
that  he  had  only  noticed  a  rupture  for  six  months,  it  is  probable 
that  his  hernial  sac  was  congenital  and  not  acquired.  The  cause  of 
the  constriction  in  its  midst  is  obscure.  As  the  sac  lay  in  its 
position  the  constriction  was  opposite  the  external  abdominal  ring. 
The  action  of  the  spirit  has  made  it  look  much  tighter  than  it  was 
in  the  fresh  specimen.  It  has  hardly  any  resemblance  to  those  con- 
strictions of  hernial  sacs  which  are  caused  by  the  displacement  of 
a  thickened,  callous,  and  contracted  neck  of  the  sac.  As  is  well 
known,  such  a  neck  is  often  thrust  down  by  a  fresh  hernial  pro- 
trusion. 

As  regards  these  pedimculated  cysts,  it  is  hardly  necessary  to  say 
that  they  have  no  resemblance  to  any  kind  of  infantile  hernia,  nor 
do  they  lend  any  countenance  to  Sir  Astley  Cooper's  theory  of 
encysted  hernia,  which  I  endeavoured  to  disprove  some  years  ago.^ 
Obviously  no  hernial  protrusion  could  by  any  possibility  have  got 
into  their  interior,  even  had  they  been  suflSciently  capacious.  The 
only  peritoneal  structures  which  resemble  them  at  all  closely  are  the 
appendices  epiploicae ;  but  they  are  never  hollow,  so  far  as  I  am 
aware,  their  interior  being  filled  with  fat.     But  even  if  the  likeness 

1  "  The  Morbid  Anatomy  and  Pathology  of  Encysted  and  Infantile  Hernia," 
*  Med.-Chir.  Trans.,'  1886,  vol.  xlix,  p.  479. 
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to  the  api>eiidice8  epiploicse  were  much  closer,  the  comparison  would 
throw  little  light  upon  their  origin,  because  we  seem  to  be  singularly 
ignorant  of  the  origin  and  uses  of  the  appendices. 

On  the  other  hand,  it  is  quite  common  to  meet  with  pedim- 
culated  cjsts  growing  into  the  tunica  vaginalis  from  about 
the  head  of  the  epididymis.  These  contain  no  spermatozoa,  and 
probably  originate  from  the  Wolffian  tubides.^  It  requires,  how- 
ever, rather  a  stretch  of  the  imagination  to  suppose  that  the  Wolffian 
tubules  could  persist  along  the  whole  of  the  back  of  the  processus 
vaginalis.  There  is,  nevertheless,  nothing  improbable  in  this 
supposition,  because  originally  the  Wolffian  body  of  the  human 
embryo  is  continuous  from  the  adrenal,  which  is  developed  from  its 
fore-part,  to  the  epididymis,  which  is  developed  from  its  hinder  part.* 
On  the  whole  I  am  inclined  to  attribute  some  such  developmental 
origin  to  these  pedimculated  cysts  projecting  into  this  hernial  sac. 

The  pedimculated  bodies  and  cysts  which  sometimes  originate  in 
connection  with  the  abdominal  opening  of  the  Mullerian  ducts 
could  hardly  be  concerned  in  the  production  of  these  cysts; 
but  there  is  a  specimen  in  the  museum  of  St.  Bartholomew's 
Hospital*  which  shows  that  cysts  may  project  into  the  sacs  of 
imdoubted  acquired  hernia.  It  is  the  sac  of  a  femoral  hernia  which 
was  removed  by  Mr.  Langton.  The  main  sac  has  no  peculiarity, 
and  opened  by  a  narrow  mouth  into  the  general  peritoneal  cavity. 
But  at  one  side  of  this  main  sac  is  a  sessile  cyst  almost  as  large  as 
a  walnut.  It  is  attached  to  the  wall  of  the  main  cyst  by  a  broad 
but  distinct  neck.  Its  shape  is  irregularly  roimd,  and  a  concentric 
fold  forms  a  partial  septum  in  its  interior.  The  hole  which  opens 
through  its  neck  upon  the  outside  of  the  sac  is  obviously  an  arti- 
ficial production. 

Thus  it  is  evident  that  cysts  may  project  into  hernial  sacs  quite 
apart  from  any  developmental  cause.  February  4<A,  1896. 

1  **  ObservatioDB  on  the  Appendix  of  the  Testicle  and  on  CyfU  of  the  Epidi- 
dymis and  Tasa  Efferentia  and  Rete  Testis,"  Joseph  Qriffiths, '  Journ.  of  Anat. 
and  Phys.,*  vol.  xxviii,  p.  110,  &c, 

'  '  Hunterian  Lectures  on  the  Development  and  Transition  of  the  Testicle,* 
by  C.  B.  Lockwood,  1888,  p.  76,  fig.  47. 

s  Specimen  2087a. 
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24.   TaberculotAS  liver  with  lardaceous  disease.     {Card 
specimen,) 

By  Httgh  Walsham,  M.B. 

rs  specimen  was  taken  from  a  woman  aged  32,  who  died 
chronic  pulmonary  tuberculosis. 
Caseous  nodules  are  scattered  throughout  the  liver,  and  the 
oi^an  is  also  in  an  advanced  stage  of  lardaceous  disease.  The 
spleen  and  kidneys  were  markedly  lardaceous.  There  was  extensive 
tubercular  ulceration  of  the  lower  end  of  the  ileum,  but  the  large 
intestine  and  rectimi  were  free  from  ulceration. 

On  microscopical  examination  tubercle  bacilli  were  foimd  in  the 
caseous  nodules.  December  17th,  1895. 


25.  Circumscribed  fatty  patches  in  the  liver.     {Card  specimen.) 
By  F.  Pabkbs  Wbbee,  M.D. 

THE  first  specimen  is  from  the  free  margin  of  a  liver  close  to  the 
rotind  ligament.  At  the  post-mortem  examination  a  small, 
pale,  circumscribed  patch  was  observed  in  this  part  of  the  liver, 
differing  much  in  appearance  from  the  rest  of  the  organ.  The 
difference  in  appearance  may  be  compared  to  that  between  a  small 
area  of  xanthelasma  and  the  skin  around  it.  On  cutting  into  the 
patch  at  right  angles  to  the  capsule,  the  whitish  appearance  was 
found  not  to  be  confined  to  the  tissue  immediately  below  the 
capsule,  but  to  extend  for  about  half  an  inch  into  the  hepatic 
substance ;  and  half  an  inch  was,  I  think,  the  Tnaximum  dimension 
of  this  paler  portion  of  the  liver. 

The  mottled  appearance  of  part  of  the  patch,  when  viewed  with 
the  naked  eye,  suggested  a  localised  fatty  infiltration  as  its  probable 
cause,  and  that  this  is  the  correct  explanation  is,  I  think,  proved  by 
the  microscopical  preparations  stained  with  hsematoxylin  and  those 
stained  with  osmic  acid. 

Nothing  else  worthy  of  mention  was  foimd  in  the  liver,  excepting 
a  syphilitic  cicatrix  at  some  distance  from  the  fatty  patch.  The 
patient  was  a  woman  aged  61,  who  died  of  syphilitic  disease  of  the 
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fiphenoidal  bone,  and  a  short  note  of  her  case  has  been  given  else- 
where with  an  account  of  the  condition  of  her  coronary  arteries 
(p.  17). 

The  second  specimen  is  from  a  liver  in  which  there  were  miliary 
fatty  spots.  At  the  poet-mortem  examination  this  organ  was  re- 
markable by  its  containing  many  small  pale  spots  both  beneath  the 
capsule  and  in  deeper  parts.  To  the  naked  eye  these  spots  did  not 
look  exactly  like  tubercles,  and  their  nature  was  uncertain. 

Under  the  microscope  their  nature  became  evident,  each  spot 
being  due  to  an  extreme  fatty  change  in  the  hepatic  cells  of  a 
minute  and  sharply  circumscribed  area.  Osmic  acid  of  course 
made  their  nature  still  more  evident.  I  must  thank  Dr.  Qee  for 
his  kindness  in  allowing  me  to  show  the  specimen  with  that  from 
my  own  case. 

The  patient  was  a  man,  aged  27,  who  was  admitted  in  a  collapsed 
«tate  to  St.  Bartholomew's  Hospital  on  February  24th,  1894,  and 
•died  the  same  day.  At  the  necropsy  (on  the  following  day), 
pleuro-pneumonia  of  the  right  lung  was  foimd.  The  other  morbid 
conditions  present  were — old  plexiritic  adhesions,  the  remains  of  an 
old  tuberculous  process  at  the  pulmonary  apices,  some  atheroma  of 
the  aorta,  and  caseous  changes  in  the  supra-renal  capsules.  The 
right  capsule  weighed  one  and  a  half  oimces.  There  was  no 
bronzing. 

In  a  third  case  I  have  seen  similar  minute  white  spots  in  the 
liver,  which  microscopical  examination  proved  to  be  of  a  fatty 
nature ;  in  that  case,  however,  the  spots  were  only  noticed  Just 
beneath  the  capsule. 

Though  I  have  found  no  published  description  of  these  circum- 
scribed fatty  spots  in  the  liver,  I  think  it  very  improbable  that 
they  have  really  escaped  notice.  The  miliary  spots  are,  I  think, 
especially  worthy  of  mention,  because  it  is  possible,  without  micro- 
scopical examination,  to  confuse  them  with  tubercles. 

Whether  they  have  any  special  pathological  importance  is  doubtful. 
They  may  (at  least  the  first  specimen)  perhaps  be  regarded  as  an 
irregular  fatty  infiltration  of  the  liver,  due  to  an  individual  idio- 
syncrasy, analogous  to  that  which  leads  to  irregular  pigmentation 
of  the  skin  (s\m-freckles,  <fec.)  or  to  that  which  l€»ds  to  an  irregular 
distribution  of  subcutaneous  fat  (small  multiple  lipomata). 

I  have  to  thank  Mr.  Shattock  for  explaining  a  puzzling 
Appearance  in  the  osmic  add  section  of  the  second  case,  a  section 
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which  was  monnted  in  Farrant's  solution  four  years  ago.  The 
appearance  is  due  to  the  presence  of  minute  bubbles  of  air  under 
the  coverslip,  which  have  caused  black  spots  to  appear  in  the  section, 
so  as  to  superficially  imitate  the  true  osmic  acid  staining.  The 
explanation  of  the  presence  of  these  spurious  spots,  strange  as  it 
may  seem,  was  not  obvious  at  first.  Thej  threw  discredit  on  the 
true  fatty  spots,  and  suggested  that  the  localised  changes  were  not 
of  a  fa,ttj  nature  after  all.  That  the  true  spots,  however,  are  really 
fatty,  Mr.  Shattock,  after  a  careful  examination  of  the  specimen, 
has  no  doubt.  Moreover,  when  the  specimens  were  examined  four 
years  ago,  no  doubt  of  this  sort  could  have  entered  one's  mind. 

March  3rd,  1896. 


26.  Perihepatitis ;  thrombosis  of  inferior  vena  cava  at  point  of 
entry  of  hepatic  veins  ;  ascites  and  great  varicosity  of  super* 
ficial  veins  over  anterior  thoracic  and  abdominal  parietes. 
{Card  specimen.) 

By  Fbedebice  Willcocks,  M.D. 

THIS  specimen  is  taken  from  a  child  (Julia  W — ),  aged  1  year 
and  10  months,  who  was  admitted  into  the  Evelina  Hospital 
for  Sick  Children  in  December,  1894,  and  died  on  October  14th, 
1895.  Her  illness  commenced  with  an  attack  of  vomiting,  but 
previously  she  had  enjoyed  fair  health.  The  family  history  was 
good,  and  no  definite  history  of  congenital  syphilis  was  obtainable. 
The  abdomen  became  rapidly  distended  with  fluid,  and  the  veins  over 
the  front  of  the  abdomen  and  chest  were  very  prominent  and  tortuous. 
There  was  no  cedema  of  the  legs  and  feet,  which  remained  cold  and 
Bomewhat  cyanosed  until  towards  the  close  of  the  illness.  The  liver 
extended  about  three  inches  below  the  costal  margin;  it  was 
smooth,  and  presented  no  other  abnormal  features.  The  spleen 
was  not  enlarged.  The  temperature  was  somewhat  variable,  but 
in  the  earlier  stage  was  practically  normal.  Heart  and  lung  sounds 
normal. 

She  was  treated  for  some  time  with  the  usual  antisyphilitic 
remedies,  and  the  abdomen  was  frequently  tapped— on  the  average 
about  once  a  week,— during  the  nine  and  a  half  months  she  was 
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in  the  hospital.  The  fluid  withdrawn  was  straw-coloured  serum, 
and  varied  in  quantity  from  15  to  35  oz.  The  extreme  varicosity 
of  the  veins  over  the  front  of  the  chest  and  abdomen,  and  the 
absence  of  any  oedema  of  the  legs,  led  to  the  diagnosis  being 
entertained  that  there  was  obstruction  of  the  inferior  vena  cava. 
The  presence  of  ascites  pointed  to  the  obstruction  being  pro- 
bably situated  in  the  neighbourhood  of  the  fossa  on  the  posterior 
aspect  of  the  liver,  at  the  point  of  emergence  of  the  hepatic  veins. 
The  post-vfwrtem  examination  confirmed  this  view.  Towards  the 
end  of  the  case  the  legs  became  oedematous,  and  concurrently  the 
collateral  venous  circulation  over  the  superficial  parietes  of  the 
chest  and  abdomen  became  less  prominent. 

Post-mortem  examination, — Some  scattered  patches  of  broncho- 
pneumonia in  both  limgs,  especially  at  right  base,  together  with  old 
plexiritic  adhesions.  Liver  adherent  to  lower  surface  of  diaphragm  ; 
surface  smooth.  Complete  occlusion  of  inferior  vena  cava  from 
the  orifice  in  diaphragm  to  lower  border  of  posterior  aspect  of  liver. 
Microscopic  sections  of  the  liver,  made  by  Dr.  Sly,  pathologist  to 
the  Evelina  Hospital,  show  commencing  cirrhosis  of  the  liver. 

November  5th,  1895. 


27.  Loose  body  in  a  depression  on  the  convex  surface  of  the 
liver.     (Card  specimen,) 

By  H.  D.  RoLLESTON,  M.D. 

LYING  loose  in  a  depression  on  the  convex  surface  of  the  liver,  and 
kept  in  place  by  old  adhesions  between  the  liver  and  the 
diaphragm,  there  is  a  small  irregularly  oval  body.  It  is  firm  and 
hard,  and  gives  somewhat  the  impression  of  being  calcified.  A 
small  piece  was  cut  off,  and  after  being  embedded  in  celloidin  was 
cut  into  microscopic  sections.  It  showed  a  firm  fibrous  capsule, 
enclosing  structxireless  material — appearances  which  are  compatible 
with  the  view  that  it  is  a  necrosed  lymphatic  gland.  It  was  not 
calcified.  It  appears  probable  that  it  was  the  remains  of  a  chronic- 
ally inflamed  lymphatic  gland  which  from  wasting  of  the  surrounding 
fat  had  become  pedunculated  and  then  detached.    A  pedunculated 
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caseous  gland  was  shown  before  the  Society  by  Dr.  Walsham  earlier 
in  the  session.  Such  loose  bodies  are  not  very  rare.  In  1890  I 
showed  a  larger,  though  otherwise  similar,  loose  body  before  the 
Society  ('  Trans.  Path.  Soc.,'  vol.  xlii,  p.  103). 

When  loose  in  the  peritoneal  cavity  it  must  have  wandered  about 
until  it  passed  between  the  coavexity  of  the  liver  and  the  diaphragm. 
There  local  inflammation  of  the  peritoneal  covering  of  the  liver 
gave  rise  to  the  adhesions  which  partially  enclose  it.  As  mentioned 
above,  it  lies  in  a  smooth  depression  on  the  surface  of  the  liver 
lined  by  the  visceral  peritoneum,  and  in  this  way,  therefore,  re- 
sembles a  loose  appendix  epiploica  which  I  described  ('  Trans.  Path. 
See.,'  vol.  xlii,  p.  160)  as  being  fixed  on  the  convexity  of  the  liver. 
This  relationship  to  the  capsule  of  the  liver  shows  that  the  encapsuled 
mass  is  not  derived  from  the  interior  of  that  organ,  but  has  been 
implanted  on  it  from  without.  K  it  had  been  imder  the  capsule  it 
might  perhaps  from  naked-eye  examination  have  been  thought  to  be 
an  encapsuled  mass  of  inspissated  bile.  Such  intra-hepatic  calculi 
are  occasionaUy  met  with.  May  6th,  1896. 


28.  The  relation  of  biliary  calculi  to  malignant  disease  of  the 
liver  and  galUhladder. 

By  Cecil  F.    Beadles. 

THERE  are  many  facts  with  regard  to  gall-stones  on  which  much 
light  has  yet  to  be  thrown.  We  know  little  as  to  their  aetiology, 
and  are  at  present  ignorant  why  in  only  a  certain  number  of  subjects 
they  make  themselves  manifest  by  symptoms.  The  origin  of  calculi 
is  still  wrapped  in  much  mystery,  and  the  exact  cause  of  their 
formation  remains  surroimded  with  doubt.  Although  for  years,  I 
might  say  for  centuries,  they  have  attracted  attention,  we  are  now 
but  little  nearer  an  explanation.  The  theories  advanced  are  indeed 
numerous,  and  many  of  these  directly  oppose  one  another.  What 
others  have  failed  to  unravel  I  do  not  propose  to  attempt ;  we  must 
await  the  result  of  the  experimentalist  for  the  artificial  production 
of  these  bodies  in  the  laboratory.    My  sole  object  is  to  touch  on 
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the  relation  which  gall-stones  possibly  bear  to  malignant  disease  of 
the  liver — to  briefly  state  my  own  view  and  ask  the  opinion  of 
others. 

But  from  the  nature  of  the  subject  I  am  bound^  to  refer  to  one 
of  the  supposed  causes  of  biliary  concretions,  yiz.  that  which  sug- 
gests their  origin  from  inspissation  of  the  bile.  A  considerable 
number  of  writers  believe  that  the  concentration  and  decomposition 
of  bile  within  the  gall-bladder  following  upon  obstruction  to  its 
outflow  play  an  important  part  in  the  production  of  calculi,  and 
that  solid  particles  are  first  formed  by  the  precipitation  of  certain 
ingredients  in  the  hepatic  secretion.  The  starting  point  is  thought 
by  some  to  be  a  catarrh  or  an  inflammation  of  the  gall-bladder,  by 
which  a  plug  of  mucus  is  thrown  down,  whereon  pigment  and 
cholesterin  are  collected.  Lately  bacillary  invasion  has  been  pro- 
posed as  leading  to  such  a  condition.  A  nucleus  once  formed,  it  is 
easy  to  understand  the  increase  in  size  of  a  stone  by  the  deposition 
of  further  material  upon  its  surface. 

That  gall-stones  are  usually  to  be  f  oimd  co-existing  with  primary 
cancer  of  the  liver  or  gall-bladder  is  clearly  proved  by  autopsical 
examination.  In  fact  the  coexistence  of  these  two  conditions  is  so 
constant  and  so  marked  that  writers  have  sought  some  explanation 
of  its  occurrence. 

Two  hypotheses  have  been  put  forward,  both  of  which  recognise 
cause  and  effect  but  are  entirely  contrary  to  each  other ;  briefly  they 
may  be  called  the  irritation  and  the  concentration  theories. 

1.  The  irritation  theory  seeks  to  explain  the  origin  of  the 
malignant  disease  of  the  liver  as  a  secondary  condition,  the  result 
of  an  irritation  set  up  by  the  pre-existing  gall-stones. 

2.  The  concentration  theory  represents  the  presence  of  gall-stones 
as  due  to  the  stagnation  of  the  bile  in  the  gall-bladder  from  pressure 
and  obstruction  of  the  ducts  on  account  of  the  malignant  disease  in 
the  organ. 

From  what  one  reads  in  our  latest  text-books  and  hears  expressed, 
these  two  conflicting  views  appear  to  be  held  almost  equally  at  the 
present  time,  for  while  some  writers  on  the  subject  apparently 
believe  that  biliary  calculi  exercise  an  important  influence  in  the 
pathogenesis  of  primary  carcinoma  of  the  liver,  others  lend  but 
slight  support  to  that  view,  or  are  strongly  opposed  to  it. 

Ranking  amongst  the  foremost  supporters  of  the  first  view  is 
Frederick  Taylor,  who  in  his  *  Medicine '  writes  in  no  hesitating 
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terms.  He  says  that  when  gall-stones  become  impacted  in  the 
common  duct,  the  death  of  the  patient  is  '*  much  more  frequently  due 
to  the  development  of  cancer  about  the  gall-bladder  or  bile-ducts  " 
than  to  any  other  cause ; '  and  he  also  writes,  **  the  chief  features 
in  the  aetiology  of  cancer  of  the  liver  are  its  relations  to  the  various 
primary  lesions,  and  to  gall-stone  troubles  of  older  date/'^  From 
these  and  other  remarks  he  makes,  it  is  clear  that  he  looks  upon 
gall-stones,  which  he  specially  says  are  very  commonly  foimd  with 
cancer  of  the  liver,  as  the  exciting  cause  and  not  the  resxdt  of  the 
malignant  disease. 

Hilton  Fa^e  and  Pye-Smith  ^  express  with  almost  equal  force  a 
similar  opinion,  for  they  say,  "  the  way  in  which  death  is  most  fre- 
quently brought  about  in  persons  who  have  gall-stones  is  by  the 
development  of  cancer  of  the  gall-bladder  or  the  bile-ducts,"  refer- 
ring at  the  same  time  to  the  frequency  with  which  a  definite  history 
of  such  an  event  could  be  traced  in  patients  at  Guy's  Hospital. 
These  observers,  however,  do  not  by  any  means  ignore  the  opinions 
of  those  who  differ  from  them.  With  this  view  Murchison  also 
holds,  although,  except  for  quoting  instances,  he  makes  but  scanty 
reference  to  the  fact,  and  seemingly  brings  but  little  personal 
experience  to  bear  upon  the  subject.  He  observes  that  when  the 
gall-bladder  enlarges  from  cancerous  deposit  in  its  walls,  "  more 
commonly  the  disease  commences  in  the  gall-bladder,  and  the  peri- 
toneum or  liver  is  affected  secondarily.  It  is  remarkable  that  in 
most  of  these  cases  the  gall-bladder  contains  calculi,  and  the  cancer 
appears  to  be  the  sequel  of  gall-stones."*  Further,  in  distin- 
guishing between  jaimdice  from  gall-stones  and  jaimdice  from 
cancer,  he  writes,  "  the  difficulty  is  increased  by  the  circumstance 
that  cancer  of  the  liver  is  a  common  sequel  of  gall-stones,"  ^  which 
statement  he  apparently  bases  to  a  large  extent  upon  the  researches 
of  Fagge,  for  he  continues  his  remark  by  quoting  from  that  phy- 
sician.^ 

On  the  other  hand,  Bristowe  and  Frederick  Roberts  do  not 
support  this  theory.    The  only  reference  the  former  makes  to  the 

1  *  A  Manual  of  the  Practice  of  Medicine,'  1890,  p.  623. 

s  Ibid.,  p.  614. 

'  'The  Principles  and  Practice  of  Medicine,'  1888,  vol.  ii,  p.  504. 

*  *  Diieatet  of  the  Liver,'  1885,  p.  584. 

>  Ibid.,  p.  419. 

«  '  Guy's  Hosp.  Reports,'  1876,  vol.  xx. 
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coexistence  of  the  two  conditions  would  lead  one  to  infer  that  he 
holds  the  concentration  view,  for  he  makes  no  reference  to  the 
liability  of  gall-stones  to  set  up  cancer  of  the  wall  of  the  gall- 
bladder or  liver,  and  the  only  mention  of  the  existence  of  the  two 
is  when,  speaking  of  the  causation  of  gall-stones,  he  says,  "  Con- 
centration and  stagnation  of  bile  have  doubtless  some  influence  over 
the  production  of  gall-stones,  as  is  shown  by  their  much  more  fre- 
quent formation  in  the  gall-bladder  than  in  the  hepatic  ducts,  and 
probably  also  by  their  comparative  frequency  in  cases  of  carcinoma 
and  other  organic  diseases  of  the  liver."  ^  Eoberts  ^  merely  notes 
that  "gall-stones  are  usually  present"  with  cancer  of  the  gall- 
bladder, but  does  not  suggest  any  explanation  unless  we  take  that 
where  he  classes  with  the  predisposing  causes  of  gall-stones, 
*'  organic  disease  of  the  liver,  gall-bladder,  or  bile-ducts,  interfering 
with  the  escape  of  bile."  Thudichum  throughout  his  "  Treatise  on 
QaH-stones  "  makes  no  mention  of  malignant  disease  in  relation  to 
gall-stones,  and  Austin  Flint  likewise  does  not  call  attention  to  the 
coexistence  of  the  two  conditions.  In  Quain's  'Dictionary  of 
Medicine '  we  have  the  anomaly  in  different  parts  of  the  same  work 
of  two  sets  of  writers  expressing  contrary  opinions.  While  Wickham 
Legg  and  Stephen  Mackenzie  •  imder  the  heading  of  the  "  -Etiology 
of  GaU-stones  "  suggest  cancer  as  a  cause,  Stephen  Ward  and  James 
Goodhart,*  in  writing  of  malignant  disease  of  the  liver,  say  that 
"  some  few,  at  any  rate,  have  appeared  to  be  the  direct  outcome  of 
the  local  irritation  of  a  gall-stone,"  pointing  out  at  the  same  time 
that "  of  such  as  originate  in  the  liver,  the  disease  in  the  larger 
number  commences  in  the  gall-bladder  or  the  bile-duct,  and  is  of 
the  nature  of  cylinder-celled  cancer."  As  to  gall-stones  coexisting 
with  other  organic  diseases  of  the  liver,  it  is  not  foimd  to  any 
marked  degree.  Wickham  Legg  and  Stephen  Mackenzie  specially 
mention,  and  this  is  also  my  own  experience,  that  calculi  are  scarcely 
ever  seen  with  marked  cirrhosis  of  the  liver.  Ziegler  ^  gives  it  as 
his  opinion  that  hyperplasia  and  papillary  outgrowths  from  the 
wall  of  the  bile-ducts  may  follow  prolonged  chronic  inflammation 

1  *  Theory  and  Practice  of  Medicine,'  Bristowe,  1887,  p.  806. 

»  '  Theory  and  Practice  of  Medicine,'  Roberts,  1890.  p.  726. 

'  Quain's  '  Dictionary  of  Medicine/  1894,  vol.  i,  p.  716. 

*  Ibid.,  p.  1148. 

^  '  Text-book  of  Pathological  Anatomy,'  Bnglieh  edit.,  MacAlister,  1887,  pt.  ii, 
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from  calculi,  and  a  fibrous  overgrowth  of  the  organ  may  result ;  but 
although  he  refers  to  the  fact  that  many  cancers  of  the  liver  start 
in  the  smaller  bile-ducts,  he  makes  no  connection  between  the 
simple  and  malignant  growths.  Moreover,  "adeno-carcinoma'* 
at  the  orifice  of  the  common  bile-duct  into  the  duodenum,  he  does 
not  associate  with  biliary  calculi. 

Lastly,  Osier  in  his  recent  work  i  notes  that  "  the  association  of 
cancer  of  the  bile-passages  with  calculi  has  long  been  recognised, 
and  they  are  present  in  at  least  seven-eighths  of  all  cases  ;  "  but  this 
association  he  does  not  attempt  to  explain. 

It  is  thus  clear  that  there  are  still  held  two  exactly  opposite  theories 
to  explain  the  same  phenomenon.  It  is  not  within  my  power  to  settle 
a  disputed  point  of  so  great  a  magnitude;  I  can  only  give  the 
result  of  my  own  small  experience,  and  the  conclusions  that  this  has 
gradually  forced  on  my  own  mind.  This  experience  has  been  gained 
from  the  examination  of  specimens  and  the  study  of  the  reports 
of  many  cases  of  primary  malignant  disease  of  the  liver  in  the 
Brompton  Cancer  Hospital,  and  at  Colney  Hatch  Asylum. 

Before  I  give  my  own  experience,  and  state  to  which  of  the  above 
views  it  is  in  favour,  it  seems  to  me  essential  that  we  should  clearly 
distinguish  between  primary  and  secondary  cancer  of  the  liver  and 
gall-bladder,  and  that  we  should  separate  entirely  the  second  class 
of  cases  from  the  first.  Now,  this  is  not  done  as  a  rule,  or  if  it  is,  it 
is  not  to  a  sufficient  extent. 

The  text-books  in  general  use  fail  almost  invariably  to  point  out 
the  main  differences  between  the  anatomical  appearances  of  primary 
malignant  disease  of  the  liver,  and  livers  owing  their  condition  to 
secondary  affection.  These  are  written  of  together  in  the  same  brief 
paragraph,  and  the  primary  disease  is  merely  mentioned  as  being  a 
less  common  variety.  On  the  other  hand,  cancer  of  the  gall-bladder 
and  of  the  bile-ducts  usually  receives  special  notice,  and  is  often 
placed  imder  a  distinct  heading.  Such  remarks  apply  likewise  to 
special  works  on  diseases  of  the  liver,  such  as  that  of  Murchison. 
Now,  this  arrangement  I  believe  to  be  a  mistake.  I  would  lay  more 
stress  on  the  distinction  of  primary  and  secondary  disease  of  the 
organ,  and  class  cancer  of  the  gall-bladder  and  duct  with  the  former. 

Apart  from  the  setiological  and  histological  point  of  view,  when 
we  take  it  solely  from  that  of  the  anatomical  we  find,  at  least  so  far 
as  my  own  experience  goes,  that  primary  cancer  of  the  Hver  differs 
1  *  Principles  and  Practice  of  Medicine,*  1895,  p.  487. 
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very  markedly  from  secondaoy  in  its  situation  and  naked-eye 
characters,  so  that  being  unaw:are  of  malignant  disease  elsewhere  in 
the  body  we  coxdd  rarely  be  led  astray  in  venturing  an  opinion  as  to 
the  origin  of  the  disease  in  the  liver. 

While  metastatic  deposits  are  invariably  scattered  about  the 
organ,  varying  much  in  niunber  and  size,  and  even  at  times  leaving 
but  little  of  the  normal  hepatic  tissue  visible,  they  are  always 
of  rounded  form,  and  when  many  in  number  are  distributed  more 
or  less  uniformly,  and  not  massed  particularly  about  the  fossa 
of  the  gall-bladder,  or  quadrate  lobe.  On  the  other  hand,  primary 
malignant  disease  forms  a  hard,  imiform,  scirrhous  mass,  if  not 
involving  at  least  close  upon  the  superior  wall  of  the  gall-bladder. 
It  affects  the  anterior  region  of  the  liver  towards  its  free  edge, 
where  it  usually  involves  its  entire  thickness.  From  this  region 
it  invades  the  organ  backwards  and  outwards  to  the  right  and 
left,  and  spreading  tongue-like  prolongations  of  the  growth  extend 
beyond  the  general  mass.  Generally  we  have,  in  addition,  secondary 
deposits  of  a  rounded  form  scattered  more  or  less  throughout 
the  remainder  of  the  hepatic  tissue.  Sometimes  the  walls  of  the 
gall-bladder  are  involved  in  the  growth,  and  on  rarer  occasions 
still  there  is  an  actual  part  of  the  neoplasm  projecting  into  the 
cavity  of  that  viscus,  usually  from  the  upper  or  hepatic  wall.  But 
most  frequently  the  walls  of  the  gall-bladder  have  more  or  less 
escaped  disease,  and  the  biliary  passages  are  obliterated  up  to  their 
very  entrance  into  the  bladder,  the  growth  having  all  the  appearance 
of  being  developed  more  or  less  close  to  the  orifice  of  the  duct,  and 
spreading  thence  into  the  soft  tissue  formed  by  the  liver  cells. 

All  specimens  of  primary  carcinoma  of  the  liver  which  I  have 
seen  favour  the  view  that  the  disease  has  started  either  in  the  wall 
of  the  gall-bladder  or  in  that  of  the  immediate  ducts,  and  from 
thence  affected  the  liver ;  while  all  cases  of  secondary  affection  of  the 
organ  have  been  distinctive  in  character,  and  in  no  way  suggestive 
of  such  an  origin. 

The  minute  differences  of  microscopical  structure  of  growths  in 
the  liver  I  consider  of  less  importance,  for  in  cases  of  undoubted 
primary  cancer  affecting  the  gall-bladder  and  surrounding  liver 
substance  we  may  have  a  typical  glandular  carcinoma  undistin- 
guishable  from  cancer  of  the  breast,  or  we  may  have  what  is 
practically  a  duct  carcinoma  where  columnar  or  cubical-celled  lined 
spaces  form  the  substance  of  the  growth.     This,  which  evidently 
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arises  from  the  biliary  passages,  forms  the  most  frequent  variety  of 
primary  malignant  disease,  but  it  will  often  be  found  to  be  asso- 
ciated with  the  other  form  of  cancer,  into  which  it  frequently  tends 
to  develop  as  it  becomes  more  advanced. 

Ziegler,  in  speaking  of  primary  carcinoma  of  the  liver,  describes 
three  forms — ^the  nodose,  the  infiltrating,  and  those  where  small 
nodules  are  scattered  along  the  portal  vessels.  He  points  out*  that 
the  epithelial  cell-masses  assimie  various  forms,  the  nests  or  the 
glandular  type,  and  that  it  is  sometimes  possible  to  make  out  an 
actual  communication  between  the  cell-nests  (cancer  alveoli)  and 
the  unaltered  bile-ducts  without  any  indication  of  a  cylindrical- 
celled  lining  in  the  former. 

Primary  growths  of  the  liver,  I  believe,  are  extremely  few  which 
do  not  arise  from  hyperplasia  in  the  first  instance  of  the  epithelial 
cell  elements  of  the  waU  of  the  gall-bladder  or  bile-ducts ;  at  any 
rate,  every  specimen  which  I  have  examined  has  suggested  this,  and 
these  are  not  limited  to  the  cases  now  given.  In  the  present  paper, 
therefore,  I  refer  to  cases  of  cancer  of  the  gall-bladder  or  bile-ducts 
as  synonymous  with  carcinoma  of  the  liver. 

A  fair  number  of  primary  growths  of  this  region  have  come  under 
my  notice,  but  they  are  imcommon.  I  maintain  that  they  are  far 
rarer  in  proportion  to  cases  of  secondary  infection  of  the  organ  than 
some  of  our  best  recognised  works  make  out.  The  proportion  given 
as  one  fourth  of  aU  the  neoplasms  of  the  liver  is  absurd,  and  has 
evidently  been  copied  from  one  book  to  another,  and  is  probably 
based  solely  on  Frerichs*  analysis  of  90  cases ;  10  per  cent,  would 
be  much  nearer  the  mark,  but  it  is  even  less  than  this  at  the  Cancer 
Hospital.  K  we  limit  ourselves  to  the  restricted  and  popular 
meaning  of  the  term  "  primary  malignant  disease  of  the  liver,"  it 
would  be  considerably  under  1  per  cent. 

Of  the  thirteen  cases  hereafter  to  be  described,  imf ortunately  in 
the  majority  few  minute  details  are  given,  and  in  only  five,  those 
that  I  have  myself  seen,  is  there  any  statement  as  to  the  micro- 
scopical appearances  of  the  growths.  Even  in  these  it  is  difficxdt  to 
assign  the  point  of  origin  of  the  neoplasm,  a  difficulty  which  will 
almost  invariably  be  f o\md  with  growths  in  the  liver  and  about  the 
neighbourhood  of  the  gall-bladder.  In  four  of  these  the  growth 
presents  the  character  of  a  cubical  or  columnar  celled  carcinoma,  in 
the  other  it  is  spheroidal.    These,  and  possibly  all,  arose  either  from 

^  Loc.  cit.,  p.  341. 
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the  wall  of  the  gall-bladder  or  the  larger  bile-ducts  in  close  proxi- 
mity, althoiigh  in  Cases  5  and  6  the  evidence  is  less  clear.  Cases 
9  and  11,  where  jio  gall-stones  were  found,  almost  certainly  took 
their  origin  from  either  the  viscus  or  duct,  notwithstanding  the 
absence  of  information  on  their  minute  structure. 

I  have  never  seen  a  case  of  primary  cancer  of  the  liver  taking  the 
third  form  described  by  Ziegler,  which  is  probably  the  same  as  the 
third  variety  described  by  Osier ^  as  "cancer  with  cirrhosis."  I 
once  saw  a  remarkable  liver  which  to  the  naked  eye  resembled 
Osier's  description  in  all  respects,  and  which  an  experienced  patho- 
logist pronounced  as  cancer;  but  on  careful  microscopical  examination 
not  a  trace  of  malignant  cells  could  be  discovered,  and  the  condition 
appeared  to  be  produced  by  a  pure  cirrhosis.  In  one  of  the  post- 
mortems  which  I  performed  at  the  Cancer  Hospital,  throughout 
the  liver  there  were  minute  deposits  of  cancer  along  the  portal 
vessels.  The  liver  was  not  enlarged.  The  scirrhus-like  growth  either 
formed  a  hard  ring  round  the  veins,  which  here  had  their  calibre 
greatly  contracted  or  almost  occluded,  or  else  was  arranged  around 
in  the  form  of  minute  scattered  deposits  no  larger  than  a  pin's 
head.  The  veins  in  other  parts  were  dilated.  Nowhere  did  these  liver 
growths  exceed  the  size  of  a  pea.  This  occurred  in  a  woman  aged 
seventy-eight,  who  died  with  scirrhus  of  both  breasts  of  an  atrophic 
character  which  had  only  been  recognised  for  five  months,  although  it 
had  probably  existed  much  longer.  The  growth  infiltrated  the  skin 
of  the  chest  and  the  left  pleura,  but  no  other  internal  organ. 
Microscopically  the  growth  was  also  imusual  in  that,  in  addition  to 
the  ordinary  structure  of  mammary  carcinoma,  there  were  many 
large  solitary  cancer  ceUs  separated  from  one  another  by  thin  bands 
of  stroma.  There  were  no  gall-stones,  neither  were  they  present  in 
a  couple  of  cases  that  I  have  seen  where  small  cancerous  deposits 
existed  in  the  wall  of  the  gall-bladder,  associated  with  large  masses 
in  the  liver  and  secondary  to  cancer  of  the  breast. 

Now  with  regard  to  the  frequency  with  which  the  two  conditions 
are  foimd  coexisting.  In  100  consecutive  posi-morteme  on  persons 
who  died  from  some  form  of  malignant  disease  in  the  Cancer 
Hospital,  thirty-six  had  deposits  in  the  liver  secondary  to  disease 
elsewhere,  and  four  had  what  seemed  to  be  imdoubted  primary 
disease  of  the  liver.  There  is  a  slight  doubt  ventured  in  the  case  of 
the  latter  group,  because,  as  will  be  seen  afterwards,  there  were  some 

1  Loc.  cit. 
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remarkable  facts  connected  with  two  of  the  cases.  The  one  was  a 
tumour  of  singular  structure,  and  the  other  co-existed  with  another 
growth  elsewhere;  for  my  own  part,  however,  I  look  upon  them 
both  as  primary  cancerous  disease  of  this  organ.  All  four  of 
the  liver  growths  were  associated  with  calculi  in  the  gall-bladder, 
whereas  in  not  a  single  one  of  the  thirty-six  cases  of  secondary 
disease  were  any  calculi  f  oimd,  nor  were  they  present  in  any  of  the 
remainder  of  the  100  cases, 

Apart  from  the  relation  of  gall-stones  to  cancer  of  the  liver,  it 
has  been  suggested  that  malignant  disease  in  the  body  predisposes 
to  the  formation  of  gall-stones.  I  can  only  say  that  these  figures 
strongly  oppose  any  such  theory.  The  explanation  given  in  Fagge's 
*  Medicine  *  is  probably  correct — ^that  when  the  two  conditions  coexist 
"  it  may  be  merely  a  coincidence,  for  both  cancer  and  gall-stones  are 
apt  to  occur  in  persons  advanced  in  years."  In  the  thirty-six  cases 
the  liver  was  variously  affected;  in  some  there  were  only  a  few 
small  nodules,  and  in  five  instances  these  were  confined  to  the 
surface,  but  in  the  majority  the  growths  were  extensive  and  dis- 
tributed throughout  the  organ,  forming  in  many  almost  a  mass  of 
new  formation,  with  but  little  intervening  hepatic  tissue.  The  site 
of  the  primary  growths  in  these  cases  were — 
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To  these  might  be  added  a  liver  with  large  deposits  of  actino« 
mycosis  which  might  equally  cause  obstruction  to  the  free  flow 
of  bile. 

At  Colney  Hatch  Asylum  many  of  the  poeUmartem  notes  are 
briefly  and  vaguely  recorded,  which  sometimes  makes  it  difficult  to 
tinderstand  the  writers'  meaning.    But  scattered  over  these  reports 
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from  the  early  years  of  the  Asylum  to  the  present  date  I  have  been 
able  to  pick  out  what  seem  to  be  five  cases  of  primary  malignant 
disease  of  the  liver  amongst  the  males,  and  four  amongst  the  females. 
Of  these  nine  cases,  gall-stones  were  absent  or  not  recorded  twice, 
once  in  a  male  and  once  in  a  female. 

In  a  very  large  number  of  the  autopsy  reports  the  condition  of 
the  liver  is  not  referred  to,  but  the  chances  are  very  considerable 
that  in  the  unrecorded  cases  the  liver,  if  not  normal,  yet  contamed 
no  form  of  malignant  disease.  In  the  livers  of  1754  males  where 
its  condition  is  noted,  secondary  deposits  existed  in  eight,  and  in 
1206  females  secondary  deposits  were  present  in  nineteen.  These 
were  as  follows : 
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In  two  out  of  these  twenty-seven  cases  of  secondary  growths  in  the 
liver,  gall-stones  were  found  coexisting ;  both  were  females. 

What  I  have  placed  here  as  a  case  of  primary  disease  of  the 
pancreas  in  a  man,  was  in  the  autopsy  book  referred  to  as  one  of 
primary  cancer  of  the  liver,  with  secondary  growths  in  the  pancreas. 
This  I  venture  to  think  is  incorrect,  as  it  would  be  quite  phenomenal 
to  have  secondary  deposits  only  in  the  pancreas  to  disease  elsewhere, 
and  after  all  many  cases  of  primary  disease  of  the  pancreas  that 
have  spread  to  the  liver  are  put  down  as  primary  diseases  of  the 
latter  organ.    The  brief  notes  are — "  11037  Male,  aged  40,  liver 
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irhich  weighed  190  oz.  presented  well-marked  signs  of  scirrhous 
carcinoma.  The  carcinomatous  portions  were  very  hard  and 
difficult  to  cut  with  a  knife.  Pancreas  also  was  infiltrated  with 
cancer  which  was  probably  secondary.  A  large  nodule  pressing  on 
the  inferior  vena  cava  was  probably  glandular." 

With  regard  to  the  two  female  cases  where  gall-stones  existed, 
one  was  an  example  of  carcinoma  of  the  peritoneum,  and  the  liver 
contained  a  deposit  only  on  its  surface.  The  other  placed  under 
malignant  disease  of  the  pancreas  was  of  doubtful  primary  origin* 
there  being  growths  also  in  the  cranial  bones.  The  following  is 
extracted  from  the  notes.  ''  10889  Female,  aged  52.  Behind  the 
pajicreas  there  was  a  hard  cancerous  deposit  as  large  as  half  an 
orange.  Secondary  deposits  throughout  the  liver  varying  in  size 
from  a  pea  to  a  walnut.  Qall-bladder  distended  and  full  of  a 
somewhat  milky  fluid  and  many  calculi  of  cholesterin.  Two  soft 
tumours  of  doubtful  character  beneath  the  pericranium,  one 
situated  over  the  left  parietal  bone  size  of  a  walnut,  the  other  on  left 
frontal  and  smaller."  It  was  suggested  that  these  cranial  growths 
were  gummata. 

Thus  we  have  18  cases  of  primary  malignant  disease  of  the  liver 
or  gall-bladder,  in  which  only  2  were  unaccompanied  by  gall-stones ; 
whereas  in  64  cases  of  secondary  disease  of  the  organ,  gall-stones 
were  only  fotind  twice.  These  two  cases  of  primary  disease  above 
referred  to  I  did  not  myself  see,  but  we  have  no  reason  to  doubt 
the  non-existence  of  the  stones.  That  such  cases  do  at  times  occur 
is  clear ;  cases  have  been  shown  quite  recently  at  this  Society  by 
Drs.  Voelcker,  Eolleston,  and  Lee  Dickinson,  where  primary  carci- 
noma of  the  liver  was  unaccompanied  by  gall-stones.  At  the  same 
time  it  must  not  be  forgotten  that  gall-stones  may  have  been  over- 
looked,  or  that  they  may  have  been  passed  before  death.  In  passing 
I  may  note  that  Dr.  Eolleston  also  showed  a  case  of  papilloma  of 
the  bile-duct  associated  with  an  impacted  gall-stone,  and  suggested 
the  former  was  set  up  by  irritation  of  the  latter.  Personally  I  have 
never  come  across  a  liver  with  a  simple  papillomatous  growth  in  any 
part  of  the  biliary  passages,  and  cannot  help  thinking  they  must  be 
exceedingly  rare.  The  case  of  cancer  of  the  gall-bladder  which  1 
give,  where  a  pedunculated  growth  protrudes  into  the  cavity  of  the 
viscus,  possibly  started  as  a  simple  papilloma. 

Snrely  the  above  figures  are  not  a  mere  matter  of  chance.  I 
cannot  help  looking  upon  them  myself  as  a  strong  argimient  in 


Digitized  by 


Google 


80  ORGANS   OF  DIGESTION. 

favour  of  the  irritative  origin  of  cancer  from  the  presence  of  calcnli. 
Exceptions  we  have,  but  the  fact  that  there  are  such  exceptions 
rather  favours  the  view  that  the  malignant  disease  is  the  result  of 
irritation,  for  it  stands  to  reason  that  there  are  other  irritative 
causes  besides  the  presence  of  gall-stones  that  we  can  fall  back  upon  ; 
whereas  if  the  gall-stones  result  from  the  stagnation  of  bile,  this, 
one  would  think,  must  operate  in  many  more  cases  where  secondary 
growths  exist. 

K  the  presence  of  the  gall-stones  is  dependent  on  the  latter 
condition,  surely  we  should  expect  to  find  a  far  larger,  if  not  equally 
high  percentage  of  cases  where  gall-stones  coexist  with  cancer  of  the 
liver  of  secondary  origin  as  with  primary.  But  it  is  far  from  being 
so.  According  to  my  own  experience,  the  difference  is  extreme ; 
instead  of  finding  gall-stones  the  rule,  we  find  these  bodies  only  on 
the  rarest  occasions,  and  in  such  specimens  where  it  would  seem 
that  they  bear  no  relation  to  one  another,  and  their  co-existence 
appears  to  be  little  more  than  an  accident. 

Again,  why  does  primary  cancer  of  the  liver  so  often  start  from 
the  gall-bladder  or  its  immediate  neighbourhood  ?  For  the  same 
reason,  surely,  that  malignant  disease  is  most  frequently  foimd  at 
orifices,  because  of  the  important  influence  that  friction  plays  in  its 
production.  It  is  at  the  orifice  of  the  duct  into  the  gall-bladder 
that  the  gall-stones  are  liable  to  become  impacted  and  give  rise  to 
irritative  action.  For  my  own  part  I  further  believe  that,  given 
a  certain  amount  of  irritation,  malignant  disease  developing  at 
what  are  called  orifices  is  due  to  the  fact  that  at  these  sites  the 
epithelial  covering  changes  its  character.  There  is  always  a  kind  of 
transitional  epithelium,  which  is  frequently  between  columnar  and 
squamous  celled,  and  I  am  inclined  to  think  that  these  cells  which 
are  less  fixed  in  type  are  the  most  prone  to  take  on  malignant 
development. 

We  do  not  know  how  long  it  takes  for  gall-stones  to  be  formed. 
It  probably  takes  months  or  even  years.  We  have  no  data  by  which 
to  prove  this  point,  but  it  is  extremely  probable  that  the  lai^r 
cholesterin  stones  take  far  longer  in  their  formation  than  does 
a  malignant  growth. 

I  have  heard  it  suggested  that  if  gaU-stones  set  up  cancer  of  the 
gall-bladder,  the  same  argument  ought  to  hold  good  with  regard  to 
calctdi  in  the  urinary  bladder,  and  that  we  OTight  to  find  stone  and 
growths  of  the  bladder  coexisting.    Although  this  does  occasionally 
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liappen,  there  is  no  doubt  that  it  is  extremely  exceptional.  Where 
the  growth  exists  it  has  probably  arisen  from  irritation.  This  is 
scarcely,  however,  analogous.  In  the  case  of  the  gall-stones,  the  bile- 
ducts  are  completely  obstructed,  and  the  outlet  to  the  bile  and  other 
secretions  is  abolished,  whereas  such  an  event  does  not  occur  in  the 
xiriiiary  bladder,  some  operative  interference  being  undertaken  long 
before  the  calculi  have  entirely  filled  the  bladder  and  obstructed 
all  outflow  of  the  urine,  or  kidney  mischief  with  ursBmia  or  sup- 
pression has  already  brought  life  to  a  close. 

I  venture  to  think  that  no  one  would  now  bring  forward  the  old 
arg^ument,  that  though  gall-stones  are  common,  cancer  of  the  liver 
is  rare,  and  that  if  calculi  are  a  cause  of  the  malignant  disease,  we 
ought  to  find  the  latter  far  more  frequently.  We  might  as  well 
bring  the  same  argument  against  epithelioma  of  the  lip  and  tongue, 
for  I  believe  that  all  are  agreed  that  irritation  from  smoking  plays 
a  not  unimportant  part  in  the  production  of  malignant  disease  in 
those  parts.  Notwithstanding  the  frequency  of  gall-stones,  I  should 
doubt  whether  they  bear  a  greater  proportion  to  the  cases  of  primaiy 
malignant  disease  of  the  liver  than  do  smokers  to  those  persons  who 
develop  epithelioma  of  the  lip  or  tongue  as  its  consequence.  Besides, 
there  is  another  argument  that  might  be  brought  forward.  No  one 
doubts  but  that  gall-stones  at  times  cause  inflammation,  ulceration, 
and  perforation  of  the  wall  of  the  gall-bladder,  yet  in  what  a  small 
percentage  of  persons  who  have  gall-stones  does  such  an  event  occur ! 
We  do  not  hear  the  expression  used  that  inflammation  ought  in- 
variably to  be  set  up,  and  yet  I  scarcely  think  that  inflammatory 
lesions  resulting  from  gall-stones  are  so  much  more  common  than 
malignant  disease  of  the  gall-bladder,  when  we  take  into  considera- 
tion the  large  number  of  persons  in  whom  biliary  calculi  are  found. 
In  order  to  show  the  true  significance  of  this  argument  I  will 
digress  for  a  moment  and  refer  to  the  frequency  with  which  gall- 
stones occur  amongst  the  general  population.  Those  whose  know- 
ledge is  derived  only  from  the  result  of  general  or  hospital  practice, 
whether  from  the  clinical  or  the  autopsical  aspect,  can  form  no 
idea  as  to  the  frequency  with  which  gall-stones  exist.  The  general 
practitioner,  or  the  hospital  physician,  sees  little  more  than  those 
cases  in  which  the  stones  have  given  rise  to  symptoms  during  life, 
for  seldom  are  they  found  in  the  body  after  death  of  the  ordinary 
hospital  patient.^  This  may  be  due  to  the  comparatively  young 
^  *  In  the  discoMton  that  followed  this  paper.  Dr.  Voelcker  stated  that  in  his 
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average  age  of  sucli  patients.  I  have  already  referred  to  the  rarity 
with  which  they  were  found  at  the  Cancer  Hospital.  But  a  very 
large  number  of  people  have  gall-stones  without  ever  experiencing 
any  inconvenience  from  them.  This  is  particularly  brought  into 
prominence  by  examining  persons  who  die  in  our  poor  law  infirmaries, 
and  in  lunatic  asylums. 

Amongst  the  very  aged  females  who  die  in  workhouse  infirmaries, 
gall-stones  are  constantly  found  where  no  symptoms  pointed  to 
their  existence  during  life.  Mr.  Dudley  Cooper,  as  a  result  of 
several  himdred  autopsies,  found  them  in  from  10  to  12  per  cent,  of 
all  women,  and  in  about  1  per  cent  of  the  men. 

Amongst  the  insane  the  percentages  are  far  higher.  The  frequent 
presence  of  calculi  in  the  gall-bladders  of  lunatics  was  generally 
known  to  alienists,  but  before  I  brought  the  matter  before  the 
Medico-Psychological  Association  ^  in  1892, 1  believe  there  were  no 
published  data  bearing  on  the  subject.  I  then  gave  as  the  result  of 
fifty  consecutive  jpoa^mor^ema  on  females  dying  in  Colney  Hatch 
Asylum,  the  extraordinary  high  percentage  of  36  in  which  gall- 
stones were  present.  With  increased  numbers  of  cases  the  percent- 
ages have  tended  to  sink  somewhat,  my  first  cases  being  considerably 
swelled  by  a  large  number  of  deaths  amongst  aged  females  from  the 
influenza  epidemic  that  was  at  the  time  prevalent.  During  the  last 
three  years  the  livers  have  been  imiformly  examined,  from  which  I 
find  that  27  per  cent,  of  the  females,  and  rather  over  6  per  cent,  of 
males,  have  gall-stones.^  The  average  age  of  these  females  was  close 
on  sixty -three,  the  youngest  being  twenty-five  and  the  oldest  ninety- 
experience  gall-stones  were  present  in  10  per  cent,  of  tbe  patients  dying  in 
Middlesex  Hospital.  I  do  not  think  so  high  an  average  will  be  found  universally 
the  case  for  non-insane  persons,  at  any  rate  in  this  country.  Dr.  Dodwell  fonnd 
them  in  5  per  cent,  of  the  patients  at  the  Brompton  Consumption  Hospital; 
at  University  College  the  medical  cases  give  about  the  same  result.  Abram 
(*  Liverpool  Med.-Chir.  'Journ.,'  July,  1898)  gives  only  4  per  cent,  for  his 
post-mortems.  Haller^s  classical  number  was  just  over  6  per  cent.  ('Opusc 
Pathol./  p.  77).  Kelynack  (*  Practitioner/  April,  1896)  gives  6*5  per  cent,  for 
persons  dying  in  the  Manchester  Royal  Infirmary  (females  alone  12*5  per  cent.)» 
but  quotes  Naunyn  that  gall-stones  occur  in  10  to  12  per  cent,  of  all  bodies 
examined.  The  latter  says  that  post-mortem  examinations  show  that  they  are 
present  in  25  per  cent,  of  all  women  over  sixty  years  of  age. 

1  *  Journ.  Ment.  Sci./  July,  1892. 

3  This  frequency  is  not  confined  to  pauper  lunatics,  for  Dr.  Wamock  fonnd 
them  in  50  per  cent%  of  females  and  11  per  cent,  of  males  dying  in  Peckham 
House  Asylum  ('Med.  Times  and  Hosp.  Gazette,*  October  18th,  1894). 
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seveii.  The  average  age  of  the  males  was  between  fifty-nine  and 
sixty.  In  only  two  cases  have  I  seen  concretions  within  the  smaller 
bile  passages  of  the  liver  substance ;  these  were  both  females  who 
also  had  calculi  in  the  gall-bladder. 

The  causes  of  these  remarkably  high  percentages  in  the  insane 
female  we  cannot  now  stop  to  consider,  but  I  have  already  discussed 
them  briefly  in  the  paper  above  referred  to.  The  point  is  that  not  more 
than  a  couple  out  of  the  whole  number  of  persons  included  in  those 
figures  had  any  symptoms  during  life  referable  to  gall-stones.  In 
three  or  four  cases  inflanmiatory  lesions  were  discovered  after  death, 
but  in  the  rest  no  morbid  change  had  occurred,  although  the  cavity  of 
the  gaU-bladder  was  frequently  entirely  obliterated  l^  calculi.  In  a 
number  of  instances  the  hepatic,  cystic,  or  common  bile-duct  was 
completely  occluded  by  a  stone,  which  in  some,  judging  from  the 
clear  colourless  mucus  in  the  bladder,  had  evidently  been  impacted 
for  a  considerable  time,  and  yet  had  given  rise  to  no  symptoms 
pointing  to  biliary  or  hepatic  disturbance. 

As  an  example  of  hydrops  vesicae  felle»  I  show  a  greatly  dilated 
gall-bladder,  resulting  from  the  lodgment  of  a  gall-stone  in  the 
cystic  duct.  The  viscus,  over  six  inches  in  length,  is  distended  with 
colourless  watery  fluid]  its  walls  are  thinned  and  translucent,  and 
there  were  several  calculi  in  its  interior.  The  liver  weighed  54  oz., 
and  appeared  healthy.  It  occurred  in  a  female  lunatic,  11757,  aged 
thirty-six,  who  during  life  presented  no  symptoms  of  gall-stone 
disease ;  the  patient  had  never  been  jaundiced,  and  never  had  an 
attack  of  colic.  She  died  from  carcinoma  of  the  cervix  uteri,  recog- 
nised for  four  months,  having  been  insane  from  mania  with  epilepsy 
for  two  and  a  half  years ;  more  recently  in  a  state  of  dementia. 
There  were  no  secondary  growths  of  cancer  in  the  Hver  or  elsewhere. 
The  following  are  brief  notes  of  the  thirteen  cases  of  primary 
malignant  disease  of  the  liver  to  which  reference  has  been  made. 
The  first  four  are  from  the  Brompton  Cancer  Hospital,  and  the  re- 
maining nine  from  Colney  Hatch  Asylum. 

Case  1. — E.  H — ,  a  female,  under  the  care  of  Mr.  Jessett,  aged 
46,  with  no  family  history  of  cancer.  Symptoms  commenced  two 
months  before  death,  and  rapidly  developed.  The  liver  was  greatly 
enlarged,  and  weighed  109  oz. ;  it  reached  below  the  umbilicus,  and 
was  adherent  to  the  abdominal  parietes.  The  lowest  part  of  the 
liver  was  a  solid  mass  of  new  growth,  particularly  at  the  anterior 
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part  of  the  right  lobe.  The  upper  and  posterior  part  had  secondary 
deposits  throughout.  The  gall-bladder  had  growth  in  its  wall,  and 
was  filled  with  dark  mucus  and  numerous  black  and  yellow  gall- 
stones, several  of  which  were  of  large  size.  No  growths  elsewhere 
in  the  body  except  for  enlargement  of  the  glands  beneath  the  liver 
and  about  the  head  of  the  pancreas. 

Microscopically  the  growth  is  a  columnar-celled  carcinoma.  It 
presents  long,  cleft-like  spaces  lined  by  a  single  layer  of  cubical- 
shaped  epithelium,  which  is  modified  in  places  to  a  flattened  and 
compressed  form,  and  in  others  assumes  a  more  columnar  shape. 
Parts  of  the  growth  contain  slit-like  masses  of  spheroidal  cells  as 
one  sees  in  ordinary  glandular  carcinoma.  Parts  of  the  growth  are 
necrotic,  and  there  is  some  hsemorrhagic  extravasation.  The  kidney 
also  presented  extensive  blood  effusion,  especially  into  the  glomeruli. 

Case  2. — ^A.  P — ,  a  female,  under  the  care  of  Dr.  Purcell,  aged 
62.  A  cousin  had  cancer  of  the  uterus.  Symptoms  known  to  have 
existed  about  one  month. 

Liver  enlarged,  nodulated,  and  hard,  and  extending  nearly  to  the 
umbilicus.  Gall-bladder  adherent  in  its  entire  length  to  the  liver, 
and  surrounded  by  hard  growth  ;  it  was  full  of  calculi.  The  liver 
was  studded  throughout  with  secondary  nodules.  There  were  some 
enlarged  soft  glands. 

Case  8. — B.  P — ,  a  female,  under  the  care  of  Mr.  Jessett,  aged  37, 
with  no  family  history  of  cancer.  Six  months  before  death  some 
swelling  over  the  liver  region  had  been  observed.  Three  months 
later  a  tumour  showed  itself  on  the  side  of  the  chest  in  the  right 
axillary  line,  and  spread  rapidly  forward.  After  another  month 
jaundice  occurred  for  the  first  time. 

The  liver,  which  presented  the  appearance  of  primary  malignant 
disease,  was  greatly  enlarged  in  both  lobes,  and  weighed  98  oz.  A 
large  carcinomatous  mass  of  growth,  size  of  a  Tangerine  orange,  was 
situated  at  the  anterior  margin  of  the  right  lobe  close  to  t^e  gall- 
bladder, and  extended  through  from  the  upper  to  the  lower  surface. 
The  remainder  of  liver  contained  numerous  secondary  deposits.  The 
gall-bladder  was  not  dilated,  but  contained  small  facetted  calculi, 
ninety-eight  in  number ;  with  the  exception  of  one  rather  larger 
encysted  stone  they  were  of  about  half  an  inch  diameter.  Abdominal 
glands  enlarged,  but  no  deposits  elsewhere,  unless  we  look  upon  the 
chest  growth  in  that  light.     This  growth  was  at  first  solid,  but 
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became  cvstic  from  the  extravasation  of  blood  and  the  breaking 
down  of  the  tissue  inside ;  it  was  firmlj  attached  to  the  periosteum 
of  the  fourth  rib,  the  rib  itself  being  necrosed  and  broken.    It  was 
external  to  the  mammary  gland,  and  appeared  to  have  originated 
beneath  the  fascia,  and  quite  independently  of  the  breast.     Whether 
it  was  an  entirely  distinct  primary  malignant  growth  I  hope  to 
discuss  on  a  future  occasion  in  connection  with  other  such  growths. 
Histologically  the  liver  growth  presents  small,  irregular,  and  slit- 
like  spaces  lined  by  columnar  and  pear-shaped  cells,  while  others  are 
entirely  occupied  by  cells  more  spheroidal  in  shape.    There  can  be 
no  doubt  that  this  growth  is  derived  from  the  bile-ducts,  and  is  a 
modified  form  of  cylindrical-celled  carcinoma.    The  growth  from  the 
chest  wall  resembles  more  or  less  closely  that  in  the  liver,  but  the 
alveolar  spaces  are  rounder,  and  are  packed  with  cells,  which  to  a 
large  extent  are  more  spheroidal.     The  individual  cells  vary  more 
in  size,  and  some  are  large  and  swollen ;  where  clustered  together 
they  are  frequently  much  smaller. 


Case  4. — This  is  the  case  of  a  remarkable  tumour,  of  which  the 
history  is  unfortunately  wanting,  and  the  post-mortem  notes  are 
scanty. 

M,  A.  C — ,  a  female,  under  the  care  of  Mr.  Elam,  aged  45,  was  in 
the  hospital  about  a  week.  History  wanting.  The  abdomen  dis- 
tended, and  the  peritoneum  everywhere  thickened.  A  mass  of 
growth  the  size  of  a  cricket  ball  was  situated  in  the  neighbourhood 
of  the  gall-bladder,  in  which  the  pyloric  end  of  the  stomach  was  in- 
volved. The  gall-bladder  was  dilated,  and  a  stone  was  embedded  in 
its  posterior  wall,  the  duct  passing  through  the  growth.  The  liver 
was  small  and  very  soft,  its  peritoneal  covering  being  much  thickened. 
Abdominal  glands  enlarged.  The  growth  was  gritty  on  section,  and 
was  seen  filled  with  small  stones.  There  was  also  a  large  mass  of 
similar  growth  occupying  the  pelvic  cavity.  Eight  kidney  small  and 
adherent  to  liver. 

Microscopically  the  tumour  connected  with  the  gall-bladder  pre- 
sented some  very  imusual  characters.  It  had  a  capsule  formed  of 
thick  dense  fibrous  tissue,  in  which  a  few  minute  microscopical  cal- 
careous particles  were  embedded,  and  from  which  bands  of  fibrous 
stroma  spread  iQwards,  these  splitting  up  to  form  irregular  alveolar 
spaces.     Some  of  these  were  filled  with  epithelial  cells,  for  the  most 
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part  of  spheroidal  sliape,  but  in  places  they  were  lined  by  a  layer 
of  cubical  cells.  These  had  the  appearance  of  carcinoma  that  had 
arisen  from  some  portion  of  the  biliaiy  passages,  the  malignant 
nature  of  which  was  further  shown  by  the  presence  of  the  other 
growths  in  the  abdominal  cavity.  But  the  most  interesting  feature 
of  the  tumour  was  the  fact  that  a  very  large  proportion  of  the 
alveolar  spaces  were  to  a  considerable  extent  or  entirely  filled  by 
rounded  masses  of  amorphous  or  homogeneous  material  resembling 
colloid  in  aspect,  with  a  disappearance  in  part  or  wholly  of  the  epithe- 
lial cells.  Further,  many  of  these  rounded  bodies  showed  a  concen- 
tric arrangement  of  material  around  a  central  nucleus,  and  presented 
the  exact  appearance  of  calcidi  on  section.  They  were,  I  believe, 
minute  biliary  calcidi. 

Dr.  Mott,  pathologist  to  the  London  Coimiy  Asylums,  has  kindly 
looked  at  sections  of  the  growth  and  expressed  his  opinion  that  the 
ease  is  one  of  undoubted  malignant  disease  arising  in  connection 
with  the  gall-bladder,  that  a  colloid  degeneration  has  probably  taken 
place  in  a  carcinoma,  and  that  there  has  subsequently  been  a 
deposition  of  calcareous  matter  in  the  colloid  material  and  so 
the  production  of  calculi. 

Case  5. — Male,  273,  aged  60.  Mania  of  twenty-five  years'  dura- 
tion. Liver  much  enlarged  and  very  heavy,  and  studded  throughout 
with  cancerous  masses,  especially  the  right  lobe.  The  gall-duct  was 
obliterated,  and  the  bladder  contained  twenty  angular  calculi. 
Olands  below  liver  infiltrated,  and  also  those  extending  up  the  right 
side  towards  axilla. 

Case  6. — Male,  4744,  aged  62.  Dementia  following  recurrent 
mania  of  over  thirteen  years'  duration.  Liver  studded  with  round 
cancerous  growths  varying  in  size  from  a  pea  to  an  orange.  Gkdl- 
bladder  completely  filled  by  a  large  stone.    No  growths  elsewhere. 

Case  7.--Male,  9468,  aged  57.  Melancholia  of  about  four  years' 
diiration.  Symptoms  of  liver  disease  for  eight  months.  The  liver 
weighed  68  oz.  On  the  upper  surface  of  the  right  lobe  were  several 
masses  of  growth  of  different  sizes  and  of  a  light  colour ;  left  lobe 
unaffected.  The  omentimi  was  adherent  to  the  right  lobe  of  the 
liver.  The  place  of  the  gall-bladder  was  occupied  by  a  cyst  the 
walls  of  which  were  formed  by  the  surroimding  tissues,  principally 
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peritoneum,  and  was  filled  with  about  10  oz.  of  purulent  fluid. 
The  fossa  thus  formed  was  deeply  excavated,  and  small  nodules  of 
growth  of  a  white  character  were  disseminated  throughout.  The 
duct  was  occupied  by  two  calculi,  and  was  completely  obstructed. 
No  growths  elsewhere. 

Case  8. — Male,  10368,  aged  69.  Symptoms  of  mania  with  general 
paralysis  of  one  and  a  half  years'  duration.  No  symptoms  of  liver 
disease.  The  liver  was  small  and  contracted,  weighing  45f  oz., 
and  was  in  an  advanced  stage  of  cirrhosis  and  fatty  degeneration. 
The  gall-bladder,  which  was  full  of  small  stones,  had  ruptured, 
causing  small  haemorrhage  into  abdominal  cavity.  There  were  several 
small  masses  of  hard  cancer  involving  its  wall  and  causing  it 
to  be  adherent  to  adjoining  structures. 

Case  9. — Male,  10827,  aged  43,  mania  with  delusions  and  aural 
hallucinations  for  eleven  years.  Symptoms  pointing  to  liver  disease 
existed  for  about  six  months,  but  he  evinced  little  inconvenience 
from  it,  and  was  not  laid  up  until  a  fortnight  before  his  death. 
Liver  of  enormous  size,*  weighing  193J  oz.  Mass  of  carcinoma  in 
neighbourhood  of  gall-bladder,  and  the  rest  of  the  organ  studded 
with  large  deposits.  No  gall-stones  found.  No  growths  elsewhere  in 
body. 

Case  10. — ^Female,  4996,  aged  61,  the  subject  of  recurrent  melan- 
cholia for  twenty  years;  suicidal  with  delusions  of  poisoning. 
Symptoms  of  liver  disease  for  about  six  weeks. 

liver  studded  throughout  with  scirrhous  growths,  most  marked 
near  the  gall-bladder.  The  bile-ducts  were  enormously  dilated, 
especially  about  the  central  portion  of  the  organ.  The  gall-bladder 
was  completely  occupied  with  calculi,  two  lai^,  and  the  shape  of  a 
thimble  with  many  smaller.  The  cystic  and  common  bile-ducts 
completely  occluded. 

Case  11. — Female,  9591,  aged  51,  the  subject  of  recurrent  melan- 
cholia of  five  years'  duration ;  restless,  apathetic,  refused  food  and  to 
speak.  Liver  much  enlarged,  weight  80  oz.  Upper  surface  covered 
by  recent  lymph  and  adherent  to  adjacent  viscera.  On  section  it 
showed  deposits  ot  new  growth  varying  in  size  from  ^  inch  to  2^ 
inches  in  diameter.  Gritty  on  section,  white  externally,  and  yellowish 
in  the  middle,  while  whole  of  centre  was  a  sanguineous  core.  Gkdl- 
bladder  small,  contained  bile,  but  no  mention  of  stones.     There  was 
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a  nodule  of  new  growth  occupying  the  place  of  one  of  the  bronchial 
glands  on  the  right  side,  and  the  uterus  contained  several "  fibroids." 

Case  12. — This  bears  a  close  resemblance  to  one  I  referred  to  as 
occurring  at  the  Cancer  Hospital  (Case  3),  where  two  separate 
growths  existed,  the  one  in  the  liver  and  the  other  one  connected 
with  the  thoracic  wall. 

Female,  5528,  aged  61.  Mania  for  close  on  twenty  years ;  restless, 
suspicious,  deluded,  incoherent,  and  at  times  noisy,  violent,  and 
destructive.  No  liver  symptoms  at  any  time.  Tumour  at  side  of 
chest  first  noted  about  four  months  before  death.  As  I  propose  to 
show  this  specimen  on  a  future  occasion  in  connection  with  another 
subject,  I  shall  now  confine  myself  principally  to  the  liver  specimen. 

Tumour  larger  than  an  orange  in  right  upper  pectoral  r^on, 
firmly  attached  to  the  ribs,  encapsuled  with  sldn  freely  moveable  over 
it.  To  the  naked  eye  it  looked  like  a  sarcoma,  but  microscopically 
seems  to  be  of  the  nature  of  a  glandular  carcinoma,  not  unlike  that 
in  the  liver.  It  did  not  appear  to  be  associated  with  the  breast.  No 
enlarged  glands  in  axilla. 

Liver  enlarged,  and  the  seat  of  malignant  disease  which  has  all 
the  characteristic  appearances  of  a  primary  neoplasm  of  that  organ. 
The  anterior  part  of  the  ri^ht  lobe  and  neighbourhood  of  the  gall- 
bladder is  a  solid  mass  of  hard  cancerous  growth.  The  surface 
nodulated,  and  the  section  showing  a  uniform  area  of  scirrhus-like 
tissue.  Through  the  rest  of  the  organ  are  large  rounded  deposits.  On 
opening  the  gall-bladder,  which  was  enlarged,  there  was  seen  a  mass 
of  protruding  growth  from  its  upper  wall,  such  as  is  never  seen  in 
secondary  infection  of  the  organ,  but  which  is  often  to  be  found  with 
cancer  starting  in  the  wall  of  the  gall-bladder.  The  ducts  were 
obstructed,  and  there  was  present  a  cholesterin  stone  the  size  of  a 
pigeon's  egg,  together  with  a  smaller  one.     No  deposits  elsewhere. 

Microscopically  the  liver  growth  has  the  character  of  spheroidal- 
celled  carcinoma.  For  the  most  part  the  alveolar  masses  are  of 
large  size,  the  cells  uniform  in  size  and  shape,  and  no  marked 
evidence  of  any  duct  formation.  There  is,  however,  a  peculiar 
appearance  presented  in  places  by  large  swollen  cells,  having  an 
aspect  assigned  to  the  so-called  parasite  to  which  they  would 
probably  be  referred  by  those  who  hold  to  that  view.  Where 
several  of  these  are  clustered  together  they  compress  the  outer  cells, 
and  give  rise  to  an  appearance  not  unlike  ill-formed  pearls  of 
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squamous  epithelium.      The  free  edge  of  the  growth  is  in  a  state  of 
necrosis. 

The  growth  from  the  chest  is  not  quite  similar  to  that  in  the 
lirer.  The  alveolar  masses  are  of  larger  size;  the  stroma  more 
marked.  The  epithelial  cells  have  even  more  the  appearance  of 
squamous  epitheUum,  and  cell-nest  formation  seems  even  more 
to  be  assumed.  This  is  especiaUj  noticeable  in  some  of  the 
extensive  areas  which  take  the  stain  but  feebly,  and  are  undergoing 
necrotic  change.  Could  both  these  growths  have  arisen  from  the 
surface  epithelium  of  the  gall-bladder  ? 

Case  13. — As  a  rule,  cancer  of  the  gall-bladder  appears  to  arise 
without  any  recognisable  previous  inflammation.  Throughout  the 
body  we  generally  find  that  hyperplasia  of  the  tissues  resulting  from 
irritation  more  often  than  not  is  unpreceded  by  inflammatory  signs^ 
but  this  is  by  no  means  universally  the  case. 

The  following,  which  is  an  early  case  of  carcinoma,  brings  my 
cases  to  an  end.  It  is  accompanied  by  the  specimen,  and  shows,  I 
believe,  the  sequence  of  events  as  to  the  part  that  gall-stones  may 
play  in  first  producing  inflammation  of  the  wall  of  the  gall-bladder, 
to  be  succeeded  by  the  development  of  malignant  disease. 

Female,  11,874,  aged  56.  Mania  of  sixteen  months'  duration 
with  delusions  of  persecution  and  mesmerism,  and  hallucinations. 
Symptoms  of  liver  disease  for  two  months,  which  were  jaundice, 
emaciation,  occasional  attacks  of  colic,  tenderness  over  the  liver, 
afterwards  increased  dulness  over  right  side  of  the  organ,  with 
constant  sickness.  She  acquired  a  delusion  that  a  rat  and  snake 
were  in  her  inside.  Had  constant  sickness  and  diarrhoea  and 
became  comatose. 

The  liver  was  smaller  than  natural,  ill-formed,  and  flattened  out  like 
a  pancake.  There  was  an  extra  lobule  at  the  posterior  border  of  the 
left  lobe,  and  the  lobulus  Spigelii  hung  down  considerably.  It  was 
very  adherent  to  the  diaphragm  superiorly  over  a  wide  area  between 
its  lobes  and  posteriorly,  and  to  the  transverse  colon  immediately 
above  the  gall-bladder,  where  the  organ  was  shrunken  and  presented 
a  large  fibrous  cicatrix.  On  section  it  presented  a  dark  colour, 
though  markedly  fatty  in  places,  especially  anteriorly.  Throughout, 
the  bile-ducts  were  dilated,  and  had  veiy  thickened  fibrous  walls. 
There  were  no  growths  about  the  liver  (Fig.  5). 

On  cutting  into  the  contracted  gall-bladder,  its  walls  were  found 
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greatly  thickened,  from  half  to  an  inch  or  more,  with  firm  fibrous- 
like  tissue  which  spread  into  the  surrounding  darkly-coloured 
hepatic  substance  in  the  form  of  irregular  bands  of  a  yellowish  tint. 
This  new  growth  had  more  the  appearance  of  chronic  inflammatoiy 
tissue  than  of  malignant  disease.  The  inner  surface  of  the  gall- 
bladder was  irregular,  and  the  lining  membrane  had  entirely  dis- 
appeared. Numerous  calculi  lay  embedded  in  it,  and  entirely  filled 
the  space  with  a  small  amount  of  pus-like  fluid.  The  stones  con- 
sisted of  two  larger  ones  the  size  of  marbles,  and  over  twenty 
smaller  ones  not  larger  than  orange  pips,  composed  mostly  of 
cholesterin.  Some  of  the  bile-ducts  were  enormously  dilated  in 
the  vicinity,  and  opened  directly  into  the  cavity  of  the  gall-bladder. 

Pancreas  of  normal  size  and  form,  but  stood  out  prominently 
owing  to  its  uniform  hardening ;  it  was  evidently  extremely  fibrotic 
throughout,  but  there  was  no  sign  of  general  or  localised  growth. 
The  lymphatic  glands  below  the  liver  and  in  the  neighbourhood  of 
the  pancreas  were  firm,  and  tinted  yellow,  and  greatly  increased  in 
size,  from  an  almond  to  a  small  walnut.  Under  the  microscope  this 
was  seen  to  be  due  to  chronic  inflammation,  the  greater  portion  being 
necrosed,  and  no  malignant  cells  were  discovered  in  any  of  the 
glands  examined. 

The  stomach  was  dilated,  its  mucous  membrane  dark,  but  with 
no  new  growth,  and  there  were  no  deposits  elsewhere  in  the  body. 
No  peritonitis,  old  or  recent,  beyond  the  adhesions  already  referred  to. 

Before  death  it  was  suggested  that  this  patient  had  malignant 
disease  of  the  pancreas.  Such  a  view,  however,  was  entirely 
negatived  by  the  result  of  the  autopsy,  but  it  was  not  at  first  by  any 
means  clear  that  malignant  disease  existed  at  all. 

I  think  that  most  persons  seeing  the  liver,  at  least  in  the  fresh 
state,  would  have  been,  as  I  was,  more  in  favour  of  an  ulcerative 
and  chronic  inflammatory  condition  set  up  by  the  presence  of  gall- 
stones (Fig.  5). 

On  examining  histologically  sections  from  the  dense  tissue  around 
the  gall-bladder,  the  case  became  clear  as  one  of  malignant  disease 
starting  in  the  wall  of  that  viscus.  There  are  definite  epithelial 
cell  masses,  embedded  in  a  dense  fibrous  stroma.  These  cell  masses 
in  places  are  identical  in  form  and  character  to  those  found  in 
primary  cancer,  starting  from  the  bile-ducts,  cleft-like  spaces  lined 
by  cubical  and  columnar  cells,  but  to  a  large  extent  there  appears  to 
be  simply  an  increased  cell  proliferation  of  the  lining  of  the  ducts 
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of  a  non-malignant  aspect  such  as  is  found  in  hypertrophic  cirrhosis 
of  the  liver,'  where  the  proliferation  is  more  of  the  nature  of  an 

Fig.  5. 


The  gpedmen  represented  in  the  ahove  figure  is  from  Case  18.  The  liver  has  heen 
divided  hy  an  antero- posterior  vertical  incision  carried  through  the  centre  of  the 
cavity  of  the  gsll-hladder»  and  the  right  side  viewed,  a.  Exterior  of  anterior 
edge  of  right  lohe.  h.  Cavity  that  contained  gall-stones  surrounded  by  u  thick 
wall  of  inflammatory  and  cancerous  growth,  e.  Interior  of  a  dilated  bile-duct 
opening  into  the  cavity,  d.  Under  surface  of  lobus  Spigelii.  e.  Cut  surface  of 
liver  showing  dilated  bile-ducts  with  thickened  walls.  /.  Transverse  colon  adherent 
to  upper  su^ace  of  liver.    ^.  Peritoneum  adherent  to  free  end  of  the  growth. 

adenomatous  growth.  This  is  marked  at  the  advancing  edge.  A 
very  large  amount  of  fibrous  stroma  exists  which,  in  the  more 
distant  parts  of  the  growth,  as  it  passes  in  amongst  the  hepatic  cells, 
is  of  a  yoimger  and  more  embryonic  type. 

That  there  is  actual  inflammation  occurring  at  the  same  time  is 
clear  from  the  amount  of  round-celled  infiltration  present  in  many 
places.  This  is  marked  in  the  neighbourhood  of  the  branches  of 
the  portal  vein  and  in  the  region  where  the  hepatic  cells  are  being 
advanced  upon ;  here  the  liver  cells  are  disintegrating  and  markedly 
pigmented.  But  inflammation  is  apparent  also  at  the  ragged  edge 
of  the  new  tissue,  where  it  forms  the  wall  of  the  cavity  containing 
the  gall-stones ;  there  is  extensive  leucocytic  infiltration  combined 
with  necrosis  of  the  fibrous  matrix,  evidently  set  up  by  the  sup- 
piiration  that  has  occurred. 

As  already  noted,  the  enlarged  glands  from  the  abdomen  appear 
only  to  be  chronically  inflamed,  the  result,  I  should  say,  of  the 
suppuration  that  has  been  taking  place. 
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K  I  may  venture  an  opinion  as  to  the  course  of  events  in  this  case* 
I  would  suggest  that  the  gall-stones  are  at  the  root  of  all  the 
mischief.  The  irritation  of  the  stones  in  the  bladder  has  first  set 
up  an  inflammation  and  ulceration  of  its  wall.  We  have  evidence 
that  this  inflammation  has  been  very  intense,  as  is  seen  by  the  state 
of  the  interior  of  the  viscus,  the  scarring  on  the  surface  of  the  liver 
and  the  adhesions  contracted  to  surrounding  organs.  This  irrita- 
tion, not  being  relieved  by  the  more  usual  method  in  such  cases  of 
expulsion  of  the  offending  calculi  by  perforation  into  the  bowel,  has 
been  prolonged  and  given  rise  to  the  local  hyperplasia  of  the  neigh- 
bouring tissues  which  has  rapidly  developed  into  malignant  disease. 

Even  amongst  the  most  advanced  believers  in  a  cancer  parasite* 
there  are,  I  believe,  many  who  recognise  that  irritation  forms  an 
important  predisposing  agency  in  the  production  of  the  disease,  by 
preparing  the  soil  and  so  allowing  a  footing  for  the  new  growth, 
and  that  in  many,  if  not  all  instances  of  malignant  disease  some 
source  of  irritation  may  be  readily  found.  The  malignant  disease 
here  is  evidently  still  in  an  early  stage  of  its  existence.  Whether 
or  not  an  extraneous  organism  has  gained  access  to  the  damaged 
site  and  there  found  a  suitable  spot  for  its  development,  I  must 
leave  to  be  discussed  by  the  upholders  of  the  parasitic  origin  of 
cancer. 

Addendum. — Drs.  Rolleston  ^  and  Kelynack  *  have  lately  written 
on  allied  subjects.  The  former,  in  his  interesting  paper,  attempts 
to  separate  cancer  of  the  bile-ducts  entirely  from  cancer  of  the  gall- 
bladder. But  this  to  my  mind  seems  not  only  useless  but  practically 
impossible.  Surely  we  should  regard  the  bladder  as  little  more  than 
a  distended  portion  of  the  ducts,  both  in  its  anatomical  and  histo- 
logical relations,  and  also  in  its  development.  He  states  definitely  that 
cancer  of  the  former  may  take  the  histological  form  of  either  cylin- 
drical cells  or  of  spheroidal  cells,  whereas  he  suggests  that  cancer  of 
the  bile-ducts  is  always  of  the  cylindrical-celled  form,  which  state- 
ment, however,  is  not  supported  by  all  the  writers  to  whom  he  refers. 
I  fail  to  see  how,  after  acknowledging  the  existence  of  the  two  types 
of  growth  from  the  wall  of  the  gall-bladder,  he  could  make  it  a  point 
of  differential  diagnosis,  that  given  a  growth  in  the  liver,  if  it  had  a 

1  **  Primary  Carcinoma  of  the  larger  Bile-ducts,"  *  Medical  Chronicle,* 
January,  1896. 

s  ''The  Relation  of  GoU-itonei  to  Primary  Cancer  of  the  Gall-hladder,'" 
*  Practitioner/  April,  1896. 
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cylindrical-celled  structure  it  arose  from  the  bile-ducts,  if  a  sphe- 
roidal-celled structure  it  spread  from  disease  that  originated  in  the 
head  of  the  pancreas. 

Dr.  Rolleston  strongly  supports  the  irritation  theory  of  the  asso- 
ciation of  gall-stones  with  malignant  disease  of  the  gall-bladder. 
He  refers  to  the  proportion  given  by  Musser  as  69  per  cent.,  but  in 
the  separated  cases  of  cancer  of  the  bile-ducts  this  is  reduced  to 
about  half  per  cent.  In  the  eleven  cases  collected  by  himself,  there 
were  only  four  with  gall-stones.  These  figures,  he  thinks,  favour 
the  view  that  gall-stones  are  a  predisposing  cause  of  the  cancer. 
This  view  Dr.  Kelynack  also  holds.  GktU-stones  were  present  in  all 
our  of  his  own  recent  cases  of  primary  malignant  disease  of  the 
gall-bladder,  and  he  gives  the  percentages  found  by  Courvoisier, 
Musser,  Ames,  and  Siegert  in  their  collected  cases,  viz.  91,  92,  95'4, 
and  95  per  cent,  respectively.  Commenting  on  the  three  views, 
irritation  hypothesis,  concentration  hypothesis,  accidental  asso- 
ciation, he  dismisses  the  last  at  once  as  untenable  in  the  light 
of  these  statistics,  and  in  his  final  summary  he  remarks :  "  The 
presence  of  gall-stones  in  certain  subjects,  and  doubtless  in  con- 
nection with  other  predisposing  conditions,  favours  a  cancerous 
development." 

A  point  I  have  referred  to  is  commented  on  by  both  these  writers, 
viz.  the  objection  that  might  be  raised  from  analogy  with  regard  to  the 
rarity  of  malignant  disease  with  renal  and  vesical  calculi.  Kelynack 
thinks  that  the  local  conditions  of  tissue  must  ever  play  an  impor- 
tant part  in  cancerous  growth,  and  that  **  the  somewhat  rudimentary 
character  of  the  glands  of  the  gall-bladder  may  possibly  specially 
predispose  the  tissue  elements  in  this  situation  to  respond  to  a  com- 
paratively slight  irritation  by  indefinite  atypical  growth."  Rolleston 
makes  the  suggestion  that  possibly  there  is  a  special  resistance  offered 
by  the  urinary  tract  to  the  development  of  malignant  diseases  of  all 
kinds. 

With  regard  to  the  proportion  in  the  sexes,  my  cases  do  not  show 
a  great  preponderance  of  one  over  the  other,  there  being  three  more 
females  than  men  in  a  total  of  thirteen  cases.  The  average  age  was 
just  under  fifty-four.  The  greater  liability  of  females  to  primary 
cancer  of  the  gall-bladder  seems  to  be  generally  recognised.  Accord- 
ing to  Kelynack,  Courvoisier  and  Ames  both  found  them  in  the 
proportion  of  four  to  one,  and  Musser  gives  three  to  one.  Osier 
says  that  women  are  attacked  less  frequently  than  men  by  cancer  of 
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the  liver.  Rolleston  believes  that  in  the  limited  cases  of  growth 
arising  from  the  larger  bile-ducts  (not  including  those  of  the  gall- 
bladder), the  cases  are  equally  distributed  in  the  two  sexes,  and 
quotes  Musser  to  that  effect. 

This  question  is  interesting  in  connection  with  the  greater  liability 
of  females  to  gall-stone  disease.  Osier  gives  three-fourths  of  the 
cases  as  occurring  in  women;  Kelynack  rather  over  double,  and 
quotes  Schroder  that  women  are  subject  to  them  five  times  oftener 
than  men.  My  own  numbers  come  to  a  very  similar  proportion. 
Eeferences  to  other  observers  are  given  in  my  paper  on  gall-stones 
in  the  insane. 

Finally,  I  might  mention  that  even  were  it  possible  to  diagnose 
during  life  in  an  ordinary  individual  between  malignant  disease  of 
the  larger  bile-ducts  and  cancer  of  neighbouring  structures,  all  such 
points  as  those  given  by  Dr.  Eolleston  are  apt  to  fail  us  in  the  case  of 
persons  who  are  insane,  in  whom,  when  we  discover  some  gross  abnor- 
mality, we  are  often  obliged  to  leave  the  exact  diagnosis  in  doubt. 
The  way  in  which  not  only  subjective  symptoms  are  masked  or 
entirely  wanting  but  even  the  physical  signs  of  many  morbid  lesions 
in  insane  persons  is  most  extraordinary.  November  5th,  1895. 


29.    Gall-stone  impacted  in  the  small  intestine;  removal  by 

laparotomy. 

By  J.  Hutchinson,  jun. 

THE  calculus  is,  as  usual,  extremely  light  for  its  size;  it  is 
on  the  whole  rounded,  but  with  a  tendency  to  the  octahedral 
form,  and  measures  9*5  centimetres,  or  3|-  inches,  in  circum- 
ference, 2*5  centimetres  in  its  shortest  and  3  centimetres  in  its 
ongest  diameter.  It  weighs  only  121  grains.  The  symptoms  of  the 
case  from  which  it  was  obtained  were  unusually  definite,  so  that  a 
positive  diagnosis  was  made  by  my  colleague.  Dr.  F.  J.  Smith,  and 
by  myself  before  the  abdomen  was  opened.  The  patient  was  a 
woman  aged  sixty-nine,  who  gave  the  history  of  previous  jaundice 
and  very  severe  hepatic  colic,  the  latter  no  doubt  attending 
the  passage  of  the  stone  by  ulceration  from  the  gall-bladder  into 
the  duodenum.     Acute  intestinal  obstruction  with  excessive  pain 


Digitized  by 


Google 


GALL-STOXE   IMPACl'KD   IN   THE   SMALL   INTESTINE.  95 

(perhaps  aggraTated  by  the  administration  of  aperients)  had  lasted 
for  three  days.  The  operation  was  of  the  simplest  nature,  for  on 
opening  the  abdomen  I  at  once  came  upon  the  loop  of  small  intes- 
tine that  was  plugged  by  the  stone  and  drew  it  out  of  the  wound. 
The  intestine  above  was  much  distended  and  inflamed,  the  part 
below  so  firmly  contracted  as  to  resemble  that  of  a  rabbit.  It  is 
well  known  that  impaction  usually  takes  place  near  the  ileo-ceecal 
valve,  but  in  this  case  I  clearly  ascertained  that  many  feet  of  ileum 
intervened  between  the  stone  and  the  caecum.  It  was  impossible 
without  using  dangerous  force  to  push  the  stone  on,  so  an  incision 
was  made  in  the  free  border  of  the  intestine  just  large  enough  to 
allow  the  extraction  of  the  stone.  The  after-history  of  the  case  was 
so  interesting  that  I  propose  to  publish  it  elsewhere,  and  it  will 
suffice  to  say  that  after  she  had  rallied  she  became  dangerously  ill 
on  the  third  day  and  was  fully  expected  to  die.  She  has,  however, 
made  an  excellent  recovery.  Whether  some  peritonitis  occurred 
around  the  inflamed  intestine  or  the  small  longitudinal  wound 
(which  had  been  secured  with  a  continuous  silk  suture  in  the  mucous 
layer  and  interrupted  Lembert's  sutures  in  the  other  coats),  or 
whether  her  illness  was  due  to  the  effects  of  starvation  and  long- 
continued  vomiting  and  pain  before  the  operation,  I  cannot  say. 

Prom  the  pathological  point  of  view  one  is  struck  by  the  small 
size  of  a  stone  which  caused  complete  (and  what  would,  I  firmly 
believe,  have  been  fatal)  obstruction.  It  is  only  a  little  over  an 
inch  in  its  long  diameter,  and  is  practically  the  same  size  as  the 
Murphy's  button  used  for  intestinal  resection  of  the  small  gut. 
That  the  button  alluded  to  may  also  cause  fatal  obstruction  when 
it  becomes  free  has  unfortunately  been  proved  in  several  cases,  a 
fact  foretold  by  Chaput  in  some  interesting  experiments  on  the 
dead  subject.  He  foimd  that  Murphy's  button  (the  size  used  for 
the  small  intestine)  either  passed  along  the  lower  end  of  the  ileum 
with  extreme  difficulty  or  could  not  be  forced  through  into  the 
caecum  in  some  instances.  Of  course,  it  may  be  said  that  living 
intestine  is  more  expansile  than  dead,  but  this  is  very  doubtful. 
Another  fact  of  interest  is  the  seat  of  obstruction,  it  being  excep- 
tional for  impaction  of  a  gall-stone  to  occur  elsewhere  than  in  the 
lower  end  of  the  ileum  near  the  ileo-ceecal  valve. 

It  is  erroneously  supposed  that  cases  of  fatal  gall-stone  impac- 
tion in  the  intestine  are  rarely  if  ever  met  with.  In  a  short 
search  into  the  literature  of  the  subject  I  found  records  of  at 
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least  thirty  cases.  Dr.  Mxirchison  apparently  collected  notes  of 
twenty.  Three  unpublished  cases  of  acute  obstruction  from  gall- 
stone impaction  have  occurred  within  my  knowledge  in  the  last  two 
or  three  years,  beside  the  one  now  reported.  In  one,  death  occurred 
without  operation ;  in  the  other  two  (both  operated  on  by  my  colleagues 
at  the  London  Hospital),  one  recovered  and  one  died.  In  M.  Sajous' 
*  Annual '  for  1893  (vol.  iii,  c,  56)  the  extraordinary  statement  is 
made  that  M.  Baudoin  had  seen  twenty-seven  cases  of  intestinal  ob- 
struction from  calculi.  It  should  no  doubt  read  that  he  had  collected 
records  of  them.  In  twenty-one,  enterotomy  and  enterorrhaphy  were 
performed,  with  six  recoveries;  six  were  left  to  natxire's  efforts, 
with  only  one  recovery. 

The  late  Dr.  Hilton  Fagge  reported  (*  Trans.  Path.  Soc.,'  vol.  xix, 
p.  254)  two  cases  in  which  large  calculi  caused  obstruction,  but  w«ne 
ultimately  voided  per  anum,  and  in  commenting  on  them  remarks, 
"  if  one  may  judge  from  the  published  records  of  such  cases,  it  is  far 
less  common  for  calculi  so  large  as  these  specimens  to  be  passed 
during  life  than  for  them  to  be  found  within  the  intestine  after  having 
caused  fatal  mechanical  obstruction."  It  is  true  that  the  stones  in 
Dr.  Fagge's  cases  were  much  heavier  (400  and  353  grains  respec- 
tively) and  larger  (2  inches  and  2  J  inches)  than  in  my  case.  But  the 
really  important  measurement  is  the  diameter  which  is  placed  across 
the  intestine,  and  this  in  both  his  cases  was  practically  identical 
with  that  of  the  stone  now  exhibited  (i.  e,  just  over  one  inch). 

I  may  venture  to  express  a  hope  that  early  surgical  intervention 
vnll  render  specimens  of  gall-stone  impaction  in  the  post-nwrtem 
Toom  still  rarer  than  they  are  at  the  present  time.  The  danger  of 
the  operation  and  the  possibility  of  natural  cure  must,  however,  be 
clearly  borne  in  mind,  and  have  been  emphasised  in  the  strongest 
manner  by  my  father  in  his  *  Archives  of  Surgery.' 

December  Srd,  1895. 


30.  Acute  tuberculosis  of  spleen ;  splenectomy ;  recovery. 
By  C.  H.  Maebiott  (per  J.  H.  Taboett,  M.S.). 

HISTORY  OP  CASB. — From  a  married  woman,  aged  32,  who  was 
admitted  to  a  hospital  for  a  large  abdominal  tumour,  which 
was  first  noticed  two  years  previously.     The  patient  had  had  one 
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child  about  three  years  previoiisly,  and  no  miscarriages ;  there  were 
no  signs  of  syphilis,  and  her  husband  had  never  suffered  from  any 
Tenereal  complaint.  She  had,  however,  been  troubled  with  ulceration 
of  the  vulva  on  two  occasions  diiring  the  last  eighteen  months,  but 
this  got  quite  well  with  simple  remedies.  The  abdominal  tumour 
caused  little  or  no  pain;  it  steadily  enlarged  at  first,  then  the 
increase  in  size  became  much  more  rapid.  As  the  diagnosis  was 
doubtful  an  exploratory  abdominal  section  was  performed  by  Mr. 
Marriott,  and  an  enlarged  spleen  was  removed  (January  22nd,  1895). 

The  blood  was  examined  at  the  time  of  the  operation  and  was 
found  to  be  healthy,  but  the  corpuscles  were  not  counted.  There 
were  no  enlarged  glands  in  the  neck,  axillse,  or  groins,  and  there 
was  no  history  of  such  enlargement  in  the  past.  No  definite 
physical  signs  of  leucocythsemia  beyond  the  condition  of  the  spleen ; 
the  patient  said  that  when  she  had  cut  her  finger  the  bleeding  was 
never  excessive. 

On  the  third  and  fourth  days  after  the  operation  some  haemorrhage, 
to  the  amoimt  of  an  oimce  or  so,  took  place  from  one  of  the  suture 
holes.  A  second  sutiu^  was  inserted  near  this  spot  to  draw 
the  edges  of  the  woimd  closer  together.  On  the  eleventh  day  the 
sutures  were  removed,  when  another  of  the  openings  bled  more 
than  usual,  but  the  haemorrhage  was  soon  stopped.  In  all  other 
respects  the  patient  made  an  excellent  recovery.  Before  she  left  the 
hospital  convalescent  from  the  splenectomy  a  chronic  ulcer  of  the 
vulva  was  excised,  but  unfortunately  this  tissue  was  not  examined 
microscopically.  As  stated  above,  the  inguinal  glands  were  not 
enla^rged. 

Eighteen  months  after  the  operation  she  was  in  perfect  health  with 
a  rosy  complexion,  and  there  had  been  no  recurrence  of  the  ulceration 
of  the  vulva. 

Description  of  specimen. — ^The  spleen  is  uniformly  enlarged, 
measouing  eight  inches  in  length,  five  inches  from  side  to  side,  and 
three  inches  in  thickness.  The  natural  outline  of  the  organ  is  pre- 
served, and  the  impressions  of  the  adjacent  viscera  on  its  surface 
are  well  seen.  There  are  two  notches  on  the  anterior  border,  but 
neither  of  them  is  very  distinct.  The  serous  coat  is  smooth 
throughout,  save  for  a  few  tags  in  front.  The  convex  aspect  of  the 
spleen  closely  resembles  a  hobnailed  liver,  being  studded  with 
coarse  rounded  nodides  which  project  slightly  beyond  the  general 
level  of  the  peritoneum.     In  appearance  the  cut  surface  of  the 
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Bpecimen  is  like  that  of  its  converitj,  for  the  splenic  pulp  is  stuffed 
with  jellowish-white,  slightly  raised  deposits  in  all  parts  of  the 
section. 

Microscopical  examination  reveals  the  presence  of  numerous  gr^ 
tubercles,  clustered  for  the  most  part,  thus  explaining  the  nodules 
above  described.  There  is  verj  little  caseation,  and  the  most 
striking  feature  of  the  tubercles  is  the  large  size  of  the  so-called 
epithelioid  cells  which  surround  the  central  giant  cell. 

The  chronic  ulcer  of  the  vulva  would  seem  to  have  been  the 
source  of  infection  in  this  case,  and  it  is  remarkable  that  up  to  the 
present  time  there  is  no  chnical  evidence  that  anj  other  organ  than 
the  spleen  has  become  infected. 

The  specimen  is  preserved  in  the  Museum  of  the  Eoyal  College  of 
Surgeons.  November  Idtk,  1895. 


31.  Hamorrhaffe  near  pancreas  with  fat  necrosis »    {Card 

specimen.) 

By  Cteil  Ogle,  M.B. 

ALAYEB  of  blood,  about  half  an  inch  thick,  is  seen  behind  the 
peritonexun,  extending  from  the  pancreas  to  the  brim  of  the 
pelvis,  and  laterally  to  the  outer  borders  of  the  kidneys.  Both  the 
mesocolon  and  the  mesentery  were  infiltrated  with  blood ;  the  adrenals 
and  the  solar  plexus  were  buried  in  it. 

There  was  no  blood  in  front  of  the  pancreas,  but  this  organ,  whilst 
retaining  its  shape,  looked  like  a  mass  of  cream  cheese.  The  cavity 
of  the  small  omentum  in  front  of  the  pancreas  contained  a  milky 
fluid  to  the  amount  of  several  ounces,  and  there  was  lymph  on  the 
posterior  surface  of  the  stomach.  There  was,  however,  no  sign  of 
inflammation  in  the  larger  sac  of  the  peritoneum,  but  situated  on 
the  mesentery,  chiefly  upon  the  left  side,  were  opaque  white  streaks 
and  patches  of  fat  necrosis.  This  condition  was  not  seen  as  regards 
the  &t  of  the  great  omentxun  or  that  of  any  other  part.  Beneath 
the  microscope  the  fat  cells  in  the  necrosed  spots  were  opaque,  with 
granidar  debris  and  fine  crystals. 

On  section  of  the  pancreas  the  lobules  were  pale  but  well  defined, 
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and  between  them  was  an  opaque  white  material,  which  proved 
microscopically  to  consist  of  slender  crystals  and  finely  granular 
matter,  lying  either  free  or  arranged  in  roimded  groups,  each  group 
with  a  thick  border  of  fine  crystals — a  condition  seen  in  the  fat 
necrosis  of  the  mesentery.  There  was  no  blood  between  the  lobules, 
and  very  slight  evidence  of  any  acute  infiltration  of  cells  ;  the  nuclei 
of  the  pancreatic  cells  stained  well.  The  pancreatic  duct  was  normal ; 
there  were  no  gall-stones  in  the  bile  channels.  The  heart  weighed 
13  oz.,  and  was  healthy  except  for  a  few  petechial  haemorrhages  on 
its  back.  The  source  of  the  haemorrhage  could  not  be  foimd.  The 
arteries  in  the  body  were  everywhere  remarkably  healthy  as  far  as 
could  be  ascertained. 

History. — The  man,  aged  31,  was  fat  and  addicted  to  beer.  The 
symptoms  were  acute,  and  marked  by  abdominal  pain,  vomiting, 
and  moderate  distension  and  tenderness,  with  failure  of  the  pulse, 
and  death  within  seventy -two  hours.  There  was  no  history  of  any 
injury  to  the  abdomen. 

As  the  source  of  the  hsemorrhage  could  not  be  foimd,  and  as  the 
evidence  of  any  acute  inflammation  of  the  pancreas  was  very  doubtful, 
the  case  may  be  classed  with  those  described  by  Professor  Fitz,^  of 
unexplained  hsemorrhage  in  the  neighboiu-hood  of  the  pancreas  asso- 
ciated with  fat  necrosis,  and  rapid  death  by  collapse. 

A  similar  example,  with,  however,  a  history  of  former  injury  to 
the  abdomen,  was  described  by  Dr.  RoUeston  in  the  *  Trans.  Path. 
Soc.'  of  1893. 

It  is  possible,  considering  the  habits  of  the  man,  that  in  the  case 
now  described  there  may  have  been  an  injury  to  the  abdomen  by  a 
blow  or  fall  subsequently  forgotten.  In  favour  of  such  a  view 
is  the  fact  that  the  blood  had  a  chocolate  coloiu*,  as  if  not  very 
recently  effused  ;  the  layer  of  it  was  also  thicker  in  the  lower  part 
of  the  abdomen,  as  if  it  had  been  gradually  effused,  and  thus, 
perhaps,  it  had  not  pressed  upon  the  solar  plexus  until  a  consider- 
able time  after  it  had  begun  to  infiltrate  the  tissues  behind  the 
peritoneum. 

The  chief  interest  of  these  cases  appears  to  be  their  similarity  in 
point  of  symptoms  to  those  of  perforative  peritonitis. 

March  Srd,  1896. 
1  Middleton-Goldsmith  Lecture,  1889. 
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32.  A  specimen  illustrating  a  rare  method  of  formation  of  intra- 
abdominal bands. 

By  J.  Hutchinson,  jun. 

THE  main  facts  as  to  the  causation  of  intra-abdominal  bands, 
and  the  extremely  important  part  they  play  in  acute  intes- 
tinal obstruction  are  now  generally  known,  but  there  still  exist 
several  doubtful  points  in  connection  with  the  subject.  Leaving  out 
of  consideration  the  so-called  internal  hernia  of  intestine  into  pouches 
such  as  the  fossa  duodeno-jejunalis,  the  ileo-csecal  fossse.  Sec.,  and 
through  apertures  in  the  mesentery,  a  convenient  division  of  intra- 
abdominal bands  would  be  into  :  1.  Those  due  to  adhesions  in  con- 
nection with  persistent  f CBtal  and  allied  structures,  e.  g.  the  vermiform 
appendix,  Meckel's  diverticulum,  and  the  omphalo-mesenteric  vessels. 
2.  Those  of  new  inflammatory  formation,  or  in  other  words,  due  to 
localised  peritonitis.  3.  A  third,  though  comparatively  small  class, 
might  be  formed  of  cases  of  band  due  to  adhesion  to  the  parietes, 
<&c.,  of  normal  structures  such  as  the  great  omentum  or  the 
appendices  epiploicse — cases  in  which  there  is,  as  a  rule,  no  evidence 
of  inflammation  to  account  for  such  adhesion.  The  specimen 
shown  is  a  remarkable  example  of  an  insignificant  structure,  one  of 
the  hydatids  of  Morgagni  in  the  female,  becoming  adherent  to  the 
great  omentum,  and  in  course  of  time  becoming  elongated  and 
hypertrophied  so  as  to  form  a  band  many  inches  in  length  and  of 
sufficient  strength  to  have  caused  strangulation  of  intestine.  It  was 
obtained  in  the  dissecting  room  of  the  London  Hospital  from  an 
elderly  subject.  On  opening  the  abdomen  a  long  tough  cord  wasf  oimd 
attached  to  the  right  broad  ligament  below  and  to  the  great  omentum 
above,  measuring  at  least  six  inches  in  length.  There  was  no  trace 
of  old  inflammation  about  the  uterine  appendages  on  either  side 
and  no  evidence  of  peritonitis  elsewhere.  It  was  at  first  very  difficult 
to  account  for  this  band,  which  had  the  consistence  of  stout  catgut. 
Its  true  nature,  however,  was  revealed  by  a  careful  examination  of  its 
upper  end,  where  it  ended  in  a  small  saccular  body,  exactly  recalling 
the  small  cysts  known  as  hydatids  of  Morgagni.  These,  it  is  well 
known,  are  somewhat  variable  in  number,  position,  and  the  length  of 
their  pedicles.  Anything  approaching  to  the  length  in  the  present 
instance,  however,  I  have  never  seen  or  read  of.     That  this  is  the 
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origin  of  the  band  can,  however,  be  doubted  by  no  one  who  examines 
the  specimen  (which  is  in  the  London  Hospital  museum).  The 
power  of  the  intestinal  movements  in  moulding  and  dragging  out 
bands  of  lymph,  &c.,  is  extraordinary,  and  in  this  case  one  must 
consider  the  excursions  of  the  great  omentum  as  having  had  a  similar 
effect  upon  the  pedicle  of  the  Morgagnian  hydatid.  In  this  connec- 
tion I  may  mention  a  remarkable  instance  of  displacement  of  the 
^reat  omentum  which  also  came  imder  notice  in  the  dissecting  room. 
On  opening  the  abdomen  the  liver  was  found  to  be  completely  con- 
cealed by  the  omental  apron  which  turned  upwards  from  the  trans- 
verse colon,  and  was  firmly  adherent  by  its  normal  lower  edge  to 
the  diaphragm,  thus  shutting  off  the  entire  hepatic  region.  There 
was  no  marked  evidence  of  peritonitis,  and  the  case  is  of  interest  as 
proving  the  strange  alterations  in  position  which  the  great  omentum 
may  sometimes  undergo.  Dr.  Perry  showed  a  few  years  ago  at  the 
Pathological  Society  two  specimens  of  band  causing  fatal  intestinal 
obstruction  due  to  as  strange  a  cause  as  the  hydatid  of  Morgagni, 
namely,  the  appendices  epiploicsB  attached  to  the  large  intestine. 

December  Srct,  1895. 


33.  Calculi  of  calcium  oxalate  from  a  cyst  of  the  pancreas. 
By  Samuel  G.  Shattock. 

IN  January,  1895,  a  woman  was  operated  upon  for  an  abdominal 
cyst  by  Mr.  Bernard  Pitts,  to  whom  I  am  indebted  for  the 
opportunity  of  recording  the  pathological  aspect  of  the  case.  The 
cyst  itself  contained  a  certain  number  of  small  calculi  of  oxalate  of 
Hme,  and  as  the  interest  attaching  to  these  rests  essentially  upon  the 
cyst  in  question  being  pancreatic,  it  is  necessary  in  the  first  place 
to  criticise  as  closely  as  possible  the  evidence  on  which  this  is  based. 

In  St.  Thomas's  Hospital  Museum  there  is  a  kidney  (No.  2090) 
in  which  are  several  cysts  containing  smooth,  deeply-coloured  calculi 
of  oxalate  of  lime.  The  possibility  of  the  cyst  under  consideration 
being  of  renal  origin,  therefore,  is  one  that  needs  disposing  of. 

Again,  calculi  of  the  same  composition,  though  not  yet  observed. 
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80  far  as  I  know,  in  the  hmnan  intestinal  canal,  are  not  rare  in  that 
of  herbivora,  and  might  very  well  form  in  strict  vegetarians ;  henoe 
the  possibility  of  the  cyst  having  been,  say,  an  intestinal  diverti- 
culum or  pouch  has  also  to  be  met.  Apart  from  MeckeFs  diverti- 
culum, sacculi  (enteroceles  they  might  be  named,  were  not  the  term 
already  in  use  for  a  hernial  sac  holdii^  gut)  are  at  times  encoun- 
tered along  the  intestine,  and  might  under  circimistances  become 
closed  off  as  cysts.  I  have  described  such  sacculi  in  a  preceding 
volume  of  this  Society's  '  Transactions '  (vol.  xxxiii,  p.  192). 

The  large  size  of  the  cyst  and  the  fact  that  it  contained  fluid  with 
nothing  of  the  nature  of  intestinal  contents,  and  was  quite  free  of 
the  intestine,  negative  this  hypothesis. 

During  the  last  three  years  two  other  pancreatic  cysts  have  been 
successfully  removed  at  St.  Thomas's  Hospital. 

The  first  was  a  thin- walled  sac  (Mr.  H.  H.  Glutton,  November, 
1892)  found  to  have  no  connection  with  the  kidney  or  pelvic  organs 
and  situated  behind  the  great  omentum  between  the  stomach  and 
transverse  colon.  When  the  cyst  was  lifted  out  through  the  abdo- 
minal wound  it  brought  with  it  the  tail  of  the  pancreas,  with  which 
alone  it  was  connected,  and  from  which  it  could  not  be  removed 
without  dividing  some  of  the  gland.  A  large  amount  of  fluid 
escaped  for  some  days  by  the  glass  drainage-tube  which  it  was 
necessary  to  insert  into  the  woimd ;  this  fluid  readily  converted  starch 
into  sugar,  and  digested  fibrin.  The  contents  of  the  cyst,  however, 
did  neither,  nor  did  they  emulsify  fat ;  they  were  highly  albuminous, 
and  tiu-bid  with  cholesterin.  Nevertheless,  from  its  intimate  con- 
nection with  the  pancreas,  the  cyst  may  be  held  to  have  been  a 
retention  one  of  that  organ,  the  contents  having  undergone  second- 
ary changes  like  the  fluid  of  a  long-standing  hydronephrosis. 

The  second  case,  under  the  care  of  Mr.  Pitts,  is  thus  briefly 
recorded  in  the  statistical  report  of  the  hospital.  Female,  aged  35, 
enlargement  of  abdomen  five  years ;  no  history  of  abdominal  injury ; 
large  prominent  globular  tumour  of  abdomen,  most  of  which  is 
situated  above  the  umbilicus.  Fluctuation  obtainable.  Band  of 
resonance  between  tumoiu*  and  symphysis.  Tumour  apparently 
not  connected  with  pelvis.  Coeliotomy.  Tumour  covered  by  peri- 
toneimi.  Transverse  colon  closely  connected  with  cyst.  Peritoneima 
incised  ;  cyst  partially  shelled  out.  Tissue  of  pancreas  found 
spread  out  over  a  small  portion  of  its  wall,  and  inseparable  from 
cyst.     Eedimdant  portion  of  cyst  wall  cut  off  and  remainder  stitched 
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to  abdominal  wall.    Oood  deal  of  discharge  from  pedicle;  mostly 
^preenisli  fluid.     Left  hospital  on  sixtj-sixth  day. 

The  case  considered  in  this  communication  was  that  of  a  woman 
admitted  under  Mr.  Pitts,  January  18th,  1895.  In  the  Jime 
preceding  she  felt  an  acute  burning  pain  in  the  left  inguinal  region, 
^vrhich  shifted  to  the  left  hypochondrium  and  upper  part  of  the 
lixmbar  region.  A  swelling  was  first  noticed  about  the  same  time, 
and  this  has  increased.  There  was  no  dysuria,  and  no  vomiting  or 
emaciation. 

State  on  admiesion. — A  fairly  well  nourished  woman  complaining 
of  abdominal  swelling  and  pain.  The  abdomen  bulges  in  its  lower 
half.  The  swelling  is  globular  and  lies  below  the  umbilicus,  almost 
centrally  but  with  a  slight  inclination  to  the  left.  Abdominal 
section  revealed  a  thin-walled  cyst.  The  mesentery,  which  passed  in 
front,  was  separated  from  it  and  the  cyst  tapped,  31  oz.  of  clear  fluid 
being  withdrawn.  The  attachment  of  the  sac  was  then  made  out ; 
it  appeared  to  run  upwards,  and  was  found  springing  from  the 
pancreas.  When  the  opening  in  the  cyst  was  enlarged  it  was  dis- 
covered to  be  multilocular,  and  in  one  of  the  compartments  were 
some  minute  round  grains  like  fish  roe,  and  one  larger  bean-shaped 
concretion.  The  cyst  was  not  removed,  but  sutured  to  the  abdo- 
minal wound ;  after  the  greater  portion  had  been  cut  away,  a  glass 
drainage-tube  was  inserted.  Examination  of  the  fluid  by  Dr.  Gregor 
Brodie  showed  it  to  be  faintly  but  distinctly  acid,  sp.  gr.  1020 ;  fair 
trace  of  albumen,  no  sugar ;  it  converted  starch  into  sugar. 

The  calculi, — The  chief  of  these  was  of  flattened  oval  form,  deep 
reddish  brown  in  colour,  quite  smooth,  and  in  chief  diameters  4  by 
5  mm.  The  others,  seven  or  so  in  number,  were  spherical,  siiliilarly 
coloured,  of  almost  uniform  size,  the  smallest  '5  nmi.  in  diameter. 

Of  the  largest,  after  removing  part  for  chemical  examination,  I 
made  a  microscopic  grinding,  taking  great  care  that  the  section 
included  the  centre. 

Microeeopic  structure, — ^The  body  of  the  calculus  consists  of 
transparent  crystalline  material  presenting  a  coarser  and  within  this 
a  finer  radial  striation ;  the  strise  themselves  are  not  rectilinear  but 
somewhat  wavy,  without  being  individually  traceable  for  any  con- 
siderable distance.  In  addition  to  these  there  occurs  here  and  there 
a  less  regular  radial  line  of  a  different  character,  marking  the 
lateral  abutment  of  certain  of  the  large  wedges  of  crystalline 
material  which  by  their  lateral  apposition  constitute  the  body  of 
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the  concretion.  As  in  all  similar  formations,  there  is  in  addition  to 
this  radial  striation  another  that  is  concentric.  The  concentric 
striflB  are  finely  undtdatory,  the  undtdations  corresponding  with  the 
divisions  between  the  coarser  radial  striee,  and  in  addition  they  hare 
a  wider  range  of  curvature  related  to  the  wedge-shaped  masses 
composing  the  calculus,  each  of  which  comprises  a  brush  of  the 
coarser  processes.  The  exterior  of  the  whole  is  raised  in  low  eleva- 
tions corresponding  with  the  bases  of  the  cones  in  question.  The 
otherwise  complete  transparency  of  the  calculus  is  disturbed  by  the 
presence  of  minute  brownish  granules;  these  are  arranged  in 
concentric  lines  parallel  with  the  circumjacent  concentric  strise,  and 
are  more  pronoimced  at  the  periphery.  Similar  granules  (pre- 
sumably hflematoidin)  occur  throughout  the  calculus,  even  in  the 
complex  nucleus  to  be  presently  described.^  At  the  very  surface 
there  is  a  thin  crust  without  radial  striation,  in  which  the  concentric 
lines  of  granules  are  particularly  close;  this  gives  the  dark  brown 
coloiu"  to  the  concretions.  Apart  from  the  granules  in  question, 
however,  the  general  substance  has  a  faint  brown  tint. 

Nucleus. — This  is  not  constituted,  as  in  many  urinary  calculi  of 
calcium  oxalate,  by  large  octahedra,  but  by  an  irregular  aggregation 
of  small,  doubly  striated  cones.  The  body  of  the  calculus,  which  is 
of  similar  but  more  extensive  cones,  arises  on  the  irregularly  shapen 
nucleus.  More  partictdarly  some  of  these  nuclear  conelets  are 
arranged  around  distinct  centres  so  as  to  form  miniature  calculi  of 
radially  and  concentrically  striated  substance ;  the  outlines  of  such 
spheres,  however,  are  very  irregular,  their  component  conelets  being 
of  unequal  lengths  by  reason  of  the  interruptions  in  their  growth 
occasioned  by  the  juxtaposition  of  independent  cones.  Elsewhere 
the  conelets  are  singly  set,  and  when  divided  in  the  axis  of  their 
length  appear  as  doubly  striated  fan-like  bodies.  There  are  no 
octahedra  between  these  different  aggregations,  but  irregular  crys- 
talline blocks  consisting  of  long  parallel  elements,  an  appearance 
resulting  from  the  oblique  sections  of  similar  interposed  and 
disorderly  cones  or  wedges ;  where  such  oblique  sections  involve  the 
apical  ends  of  the  cones,  the  crystals  are  more  slender.  The 
method  of  construction  it  appears,  then,  has  been  from  the  first  on 
the  spherular  type,  and  this  doubtless  by  reason  of  the  colloids 
originally  present  in  the  fluid  of  the  cyst. 

'  Under  -f^  oil  imm.  the  "grannies"  are  distinctly  elongated  elements  of 
bright  omnge-red  colour,  some  broader  than  others,  with  angular  corners. 
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In  the  most  minute  calculi,  as  studied  by  microscopic  sections, 
there  is  no  nucleus,  but  the  doubly  striated  cones  meet  centrally,  the 
whole  being  a  macroscopic  example  of  the  spherules  produced  by 
Bainey  (*  On  the  Mode  of  Formation  of  Shells,  &c.,'  1858)  in  colloid 
media  when  two  appropriate  salts  are  allowed  to  imdergo  double 
decomposition.  Bainey's  original  experiment  consisted  in  allowing 
calcium  chloride  and  potassium  carbonate  to  interact  in  mucilage, 
when  doubly  striated  spheres  of  calcium  carbonate  were  formed  in 
the  viscous  fluid.  Later  on  Dr.  Ord  produced  artificially  the 
spherular  and  dumb-bell  forms  of  calcium  oxalate  in  diaphragms  of 
gelatine  and  albumen  placed  between  solutions  of  ammonium  oxalate 
and  calcium  chloride  (*  Influence  of  Colloids  upon  Crystalline  Form 
and  Cohesion,'  1879). 

On  the  outer  surface  of  one  of  the  smaller  calculi  the  section 
disclosed  a  homogeneous  reddish-brown  layer,  here  and  there  arti- 
ficially fissured  in  the  radial  direction,  and  presumably  due  to 
blood  extravasation. 

As  to  the  radial  striation  presented  by  such  calculi,  this,  as  fully 
discussed  by  Dr.  Ord  and  myself  ("Microscopic  Structure  of 
Urinary  Calculi,"  *  Path.  Soc.  Trans.,'  vol.  xlvi)  is  indicative  of 
their  crystalline  structure.  In  artificially  produced  spheres,  all 
gradations  are  met  with  between  smooth-surfaced  radially  striated 
forms  and  others  made  up  of  discrete  crystals  radiating  from  a 
common  centre. 

The  concentric  striation  is  more  difficult  of  explanation.  The 
view  which  first  suggests  itself  is  that  this  marks  periodicity  in  the 
increment  of  the  calculus,  or  a  temporary  cessation  in  the  deposit, 
such  as  might  arise  from  the  evacuation  of  the  bladder,  or  from  the 
daily  fluctuations  in  the  composition  of  the  urine  which  occiu*  even 
in  health,  for  similar  striation  obtains  in  renal  calculi  even  in  such 
as  he  in  proper  renal  cysts.  Yet  the  striation  is  too  general  and 
constant  to  justify  such  an  explanation,  for  it  is  met  with  in  the 
crystalline  or  subcrystalline  spheres  produced  in  artificial  solutions, 
as  in  Bainey's  experiments. 

Bainey  himself  writes,  "  the  direct  cause  of  lamination  must  be 
looked  for  in  some  influence  which  interferes  with  the  continuous 
operation  of  gravity,"  i.  e.  with  the  attraction  of  the  particles  towards 
the  centre  of  the  calculus ;  but  he  does  not  suggest  any  causes  for 
the  assumed  interruptions. 

The  concentric  striation,  however,  is  so  wonderfully  regular  and 
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Tiniversal  that  it  is,  I  submit,  most  reasonable  to  regard  it  as  of 
secondary  production,  and  the  nearest  explanation,  perhaps,  that 
can  be  reached  is  to  yiew  it  as  of  the  same  nature  as  the  lamination 
of  mica  schist.  Amongst  the  different  explanations  which  geologists 
and  petrologists  have  advanced  of  this,  the  one  which  at  present 
finds  most  favour  is  that  the  cleavage  is  an  example  of  "  dynamic 
metamorphism,"  or  a  change  resulting  from  compression.  This 
agency  is  supposed  to  develop  a  secondary  parallel  structure  in  all 
rocks  afEected  by  it,  and  causes  a  complex  of  rocks  of  different  ages 
and  characters  to  simulate  a  stratigraphical  sequence.  "  The  expres- 
sion dynamic  metamorphism  emphasises  the  fact  that  work  is  done 
upon  the  rocks  in  the  act  of  metamorphism,  it  does  not  exclude 
molecular  changes  by  implication,  and  is  generally  applicable  to 
local  and  regional  effects  "  (*  Petrography,'  J.  J.  Harris  Teall,  1888). 
The  concentric  striation  of  such  calculi  I  submit,  then,  is  an  example 
of  this  dynamic  metamorphosis.  Geologists  recognise  the  fact 
that  fissile  structure  may  be  that  of  original  deposit,  but  the 
cleavage  arising  from  compression  occurs  in  planes  perpendicular 
to  the  direction  in  which  the  rocks  have  been  compressed ;  if,  for 
example,  the  compression  is  from  side  to  side  the  cleavage  is 
vertical. 

Sorby  (quoted  by  Geikie,  *  Geolog>%*  2nd  edit.)  has  artificially 
produced  perfect  cleavage  in  pipe-clay  through  which  scales  of  oxide 
of  iron  had  previously  been  mixed ;  and  Tyndall  was  able  to  induce 
cleavage  on  bees- wax  and  other  substances  by  subjecting  them  to 
severe  pressure.  The  fission  is  regarded  as  due,  in  most  cases,  to  a 
rearrangement  of  original  clastic  particles. 

In  the  case  of  the  calculi  the  compressing  force  is  the 
attraction  of  the  particles  towards  the  centre,  i.e.  in  the  radial 
direction,  hence  the  cleavage  at  right  angles  to  this  or  in  the 
circumferential.  For  this  reason  the  general  striation  in  a 
section  is  not  geometrically  concentric  but  polygonal,  each  column  of 
crystalline  material  being  accurately  fissured  at  right  angles  to  its 
long  axis. 

Petrologists  describe  a  zonal  structure  in  the  crystalline  con- 
stituents of  igneous  rocks,  the  crystals  being  built  up  of  successive 
zones  of  material  having  different  optical  characters.  Zonal 
structure  is  taken  as  an  indication  of  changes  in  the  environment  of 
the  crystal  during  its  growth,  but  the  phenomenon  has  no  relation 
to  the  present  subject.     A  fissile  structure  arising  from  variations  in 
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original  deposit  is  observed  in  microscopic  sections  of  impure 
urinary  calculi  of  calcium  oxalate.  When  granular  urate  is  mingled 
with  the  crystalline  oxalate  it  is  usually  found  in  narrow  layers 
parting  the  crystalline  substance  into  coarse  concentric  zones  of  a 
different  kind  from  those  due  to  the  finer  secondary  circumferential 
cleavage;  periodic  sedimentaxy  deposits  of  urate  have  become 
included  in  the  growing  surface  of  the  long  crystalline  wedges  con- 
structing the  concretion. 

The  coloration  of  the  calculi  from  the  pancreatic  cyst,  where 
e8i)ecially  marked,  is  limited  to  certain  zones  about  the  surface,  but 
the  whole  of  the  crystalline  material  is  faintly  tinted  throughout,  as 
in  the  case  of  many  of  the  urinary  forms.  The  interior  of  the  cyst 
was  blood-stained,  and  the  source  of  the  coloration  may  be  with 
safety  referred  to  blood.  I  was  unable  to  obtain  any  reaction  with 
hydric  chloride  and  ferrocyanide  of  potassimn,  but  the  amount  of 
material  was  so  small  that  iron  if  present  would  have  been  in  too 
minute  a  quantity  for  recognition. 

In  urinary  calculi  of  calcium  oxalate,  microscopic  sections  at  times 
display  collections  of  hsematoidin  crystals,  and  the  fact  that  the 
intestinal  calculi  (of  calcium  oxalate)  in  herbivora  may  present  the 
same  coloration  shows  that  this  in  the  urinary  forms  is  not  due  to 
urinary  pigment,  but  probably  to  hsemoglobin.^  Heated  on 
platinum  foil  in  the  Bunsen  flame,  the  material  was  converted  into 
carbonate  of  lime,  and  when  placed  beneath  the  microscope  and 
watched,  on  the  addition  of  dilute  hydric  chloride  disengagement  of 
carbonic  add  ensued ;  the  after  addition  of  a  solution  of  ammonium 
oxalate  gave  an  abxmdant  white  crystalline  precipitate  of  oxalate  of 
lime.  When  fragments,  not  incinerated,  were  treated  with  dilute 
hydric  chloride,  whilst  watched  beneath  the  microscope,  the  opacity 
slowly  disappeared  with  the  solution  of  the  salt,  whilst  a  transparent 
matrix  was  disclosed  ;  this  retained  the  form  and  size  of  the  original 
fragment,  and  presented  a  fibrillation  corresponding  with  the 
striation  of  the  calculus.  In  this  the  calculi  also  resemble  the 
urinary  forms. 

Remarks. — The  occurrence  of  such  calculi  in  the  pancreas  is  at 
present,  I  believe,  an  unique  observation.  Dr.  Gregor  Brodie  has 
told  me  that  Dr.  Lionel  Beale  once  showed  him  some  small 
colourless  salivary  calculi  composed  of  this  substance ;  but  Dr.  Beale, 
unfortunately,  writes  to  me  that  the  matter  has  passed  from  his 
'  Urinnry  calculi  of  calcium  oxalate  may  g^ve  a  marked  reaction  of  iron. 


Digitized  by 


Google 


108  ORGANS    OP   DIGESTION. 

memory,  and  that  the  observation  was  never  recorded.  No  chemist 
has  as  yet  investigated  either  saliva  or  pancreatic  fluid  for  the 
normal  presence  of  a  calcium  or  other  salt  of  oxalic  acid.  It  is  not 
improbable  that  in  both  a  trace  of  oxalic  acid  is  occasionally  present, 
but  that  is  a  matter  requiring  future  investigation.  I  have  not 
yet  been  able  to  find  any  octahedra  of  calcium  oxalate  in  human 
saliva  (collected  from  the  thoroughly  cleansed  mouth)  after 
treating  this  with  alcohol  and  examining  the  sediment  obtained  by 
the  centrifuge — a  method  the  best  of  any  for  demonstrating  the 
presence  of  the  salt  in  urine  (J.  C.  Ihmlop,  *  Joum.  of  Path.,' 
January,  1896). 

The  question  may  here  be  raised  as  to  the  possibility  of  the 
oxalate  being  a  purely  adventitious  product  derived  from  the  action 
of  bacteria  which  may  have  reached  the  pancreatic  duct  and  set  up 
an  obstructive  inflammation  leading  to  the  formation  of  a  retention 
cyst. 

Sheridan  Delepine  (*  Trans.  Path.  Soc.,'  vol.  xlii,  1891)  in  recount- 
ing some  observations  on  the  growth  of  Aspergillus  niger,  figures 
octahedra  of  calcium  oxalate  in  the  glycerine  peptone  gelatine,  and  he 
remarks  that  the  production  of  oxalic  acid  was  perhaps  the  most 
interesting  phenomenon  associated  with  the  growth  of  the  fungus. 
Whether  the  acid  was  produced  by  oxidation  of  the  glycerine  or  of 
the  nitrogenous  compoimds  he  does  not  attempt  to  say.  This 
formation  took  place,  however,  only  after  the  myceUal  filaments 
came  to  grow  beyond  the  surface ;  it  was  distinctly  connected  with 
the  exposure  of  the  mycelial  filaments  to  the  air. 

The  bacteria  of  the  small  intestine  in  the  human  subject  have  been 
carefully  studied  by  Allan  Macfadyen,  Nencki  and  Sieber  (*  Inter- 
national Congress  of  Hygiene,'  vol.  ii,  London,  1891 ;  and  Macfadyen, 
*  Joum.  Anat.  and  Phys.,'  vol.  xxi)  from  a  case  of  artificial  anus  in 
the  terminal  part  of  the  ileum.  All  of  the  seven  forms  so 
isolated  produced  fermentation  of  a  5  per  cent,  grape-sugar 
solution  in  vitro,  with  the  formation  of  acetic,  succinic,  and  two 
varieties  of  lactic  acid,  alcohol  being  elaborated  by  all.  Similar 
acids  were  present  in  the  intestinal  contents,  resulting  from  the 
action  of  the  above  bacteria  upon  the  dextroses  produced  by  the 
pancreatic  ferment. 

From  the  small  intestine  a  bacterium  was  isolated  closely  resem- 
bling Bacillus  coli  communis.  This  was  shown  by  Dr.  Bischler  to 
differ  from  the  colon  bacillus  by  its  action  on  grape-sugar ;  both 
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microbes  fermented  sugar  and  produced  lactic  acid,  but  that  from 
the  small  intestine  produced  ordinary  optically  inactive  lactic  acid, 
whilst  the  common  colon  bacillus  produced  the  active  dextro-rota- 
tory paralactic  acid. 

No  known  bacteria,  however,  produce  oxalic  acid.  As  to  the 
formation  of  calculi  of  calcium  oxalate  in  the  intestine,  these  are 
confined  to  herbivora  and  obviously  due  to  the  ingestion  of  oxalates 
in  vegetable  food-stuffs. 

In  streak  cultures  of  Bacillue  coli  communis  on  nutrient  gelatine 
it  is  usual  to  observe  a  cloudiness  which  slowly  extends  into  the 
medium  from  the  line  of  the  culture.  I  have  investigated  the  cause 
of  this  especially  to  see  whether  any  formation  of  oxalate  took  place. 
A  microscopic  examination  of  such  turbid  jelly  shows  that  the 
appearance  is  due  to  the  presence  of  minute  spherules  singly  and  in 
small  aggregates;  the  spherules  may  be  examined  without  special 
preparation  by  making  thin  slices  of  the  gelatine,  or  after  staining 
thin  slices  with  aniline  dyes,  for  they  readily  take  up  the  colour, 
and  might  on  a  casual  inspection  be  passed  by  as  micrococci.  When 
the  jelly  slice  is  treated  with  dilute  hydric  chloride,  the  minute 
spherules  vanish  before  the  advancing  acid  without  any  disen- 
gagement of  gas  from  them.  The  appearance  here  and  there  of  a 
bubble  arises  from  the  carbonate  of  soda  added  to  the  jelly  in  its 
preparation ;  the  ordinary  nutrient  gelatine  if  warmed  and  diluted 
exhibits  free  effervescence  when  acidified  with  dilute  hydric  chloride. 
That  the  spherules  in  question  are  calcium  phosphate  is  confirmed 
by  the  presence  in  the  same  jelly  of  the  common  "  housetops  '*  of 
triple  phosphate,  and  at  times  by  the  presence  of  stellar  phosphate. 
The  crystalline  aggregations  of  the  last  named  may  be  visible  to  the 
naked  eye,  and  closely  simulate  non-liquefying  colonies.  All  these 
crystalline  forms  disappear  before  dilute  hydric  chloride  without  gas 
production.  The  changes,  in  short,  result  from  the  formation  of 
ammonia  in  the  later  stages  of  the  growth  of  the  bacillus,  and  its 
evolution  is  readily  shown  by  inserting  moistened  litmus  paper  or  a 
rod  of  white  glass  dipped  in  Nessler's  reagent,  into  the  atmosphere 
of  the  tube ;  the  medium  itself  is,  of  course,  at  this  stage  strongly 
alkaline. 

The  change  is  similar  to  that  which  ensues  in  urine  during 
bacterial  fermentation  or  on  boiling.  As  I  have  shown  (Inter- 
national Congress  of  Hygiene  and  Demography,  London,  1891,  Part 
ii.  Bacteriology ;  and  *  Trans.  Path.  Soc.,'  vol.  xliii,  1892),  when  urine 
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is  boiled  an  evolution  of  ammonia  takes  place  from  hydrolTsis  of 
the  urea,  and  leads  first  to  the  precipitation  of  normal  calcium 
phosphate,  and  later  to  the  crystallisation  of  ammonia-magnesium 
phosphate.  Although  this  precipitation  occurs  most  readily  in 
alkaline  and  amphoteric  urine,  it  can  always  be  brought  about  in 
an  acid  sample  if  the  boiling  be  prolonged  for  ten  or  fifteen 
minutes. 

I  am  not  prepared  to  deny  altogether  the  view  that  the  heating 
of  the  fluid  is  in  itself  sufficient  for  a  precipitation  of  normal  calcium 
phosphate,  but  if  true  at  all  it  is  certainly  not  so  in  all  cases; 
an  acid  mine  may  remain  clear  on  boiling  for  several  minutes. 
Nessler's  reagent  will  show  the  commencement  of  a  disengagement 
of  ammonia  whilst  the  fluid  is  still  clear,  but  as  the  disengagement 
proceeds,  the  right  degree  of  alkalinity  is  reached  and  the  fluid 
grows  turbid  from  the  precipitation  of  normal  calcium  phosphate. 

In  the  preparation  of  ordinaiy  nutrient  broth  and  gelatine  one 
may  often  notice  the  tubes  become  turbid  when  placed  in  the  steam 
steriliser,  and  on  cooling  become  again  dear,  and  this  on  each  of  the 
four  occasions  of  a  discontinuous  sterilisation.  The  turbidity  of  the 
heated  liquid  at  once  vanishes  on  the  addition  of  a  solution  of 
ammonium  lactate  or  a  trace  of  hydric  nitrate.  The  media  after 
the  addition  of  carbonate  of  soda  solution  are  commonly  ampho- 
teric, or  give  an  acid  reaction  with  blue  litmus  paper  although  made 
just  alkaline  enough  to  give  the  opposite  reaction  with  the  red. 
Dr.  Gregor  Brodie  has  suggested  to  me  that  here  the  heat  by 
precipitating  calcium  phosphate  sets  free  acid,  and  that  on  cooling, 
this  liberated  acid  suffices  to  re-dissolve  the  phosphate. 

That  the  common  nutrient  media  contain  phosphate  of  lime  is 
easily  proved  by  the  ordinary  tests  of  ammonium  oxalate  and  nitro- 
molybdate  of  ammonia. 

The  typhoid  bacillus,  so  like  BaciUus  coli  communis  in  most  ways, 
is  like  it  also  in  this.  The  turbidity  of  the  jelly  slant  beneath  a 
culture  is  due  to  precisely  the  same  cause,  viz.  the  evolution  of 
ammonia. 

In  incubated  broth  cultures  of  either  bacillus  the  same  disengage- 
ment takes  place,  and  can  readily  be  shown  about  the  fifth  or  sixth 
day  by  the  means  already  referred  to.^  I  have  seen  similar  turbidity 

1  The  production  of  ammonia  muy  be  foaud  also  in  cbolera  cultures,  wbere  it 
may  lead  to  tbe  formation  of  triple  pbospbate  in  the  liquefied  gelatin ;  and  it 
has  been  long  known  to  occur  in  Staphylococeut  pyoffenet  aureus. 
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of  the  jdly  arise  beneath  streak  cultures  of  Sarcina  lutea,  Micro- 
coccus citreus  agiliSt  <&c. 

The  macroscopic  collections  of  stellar  phosphate  in  the  nutrient 
jelly  must  not  be  confused  with  the  white  sparkling  crystalline 
spheres  of  sodium  carbonate,  which  may  arise  in  the  clear  jelly  in 
which  micro-organisms  are  growing,  and  even  when  nothing  has 
been  sown  in  it ;  here  the  crystalUsation  is  probably  due  to  the  loss 
of  water,  and  the  spheres  when  small  are  remarkable  imitations 
of  bacterial  colonies.  The  effervescence  which  ensues  when 
dilute  hydric  chloride  is  appUed  to  such,  shows  at  once  their  real 
nature. 

The  outcome  of  this  digression  is  that  a  bacterial  explanation  of 
the  formation  of  these  pancreatic  calculi  must  be  dismissed,  even 
though  tne  violence  were  done  of  supposing  the  colon  bacillus 
present  in  the  duodenum. 

In  1849  Sir  Alfred  Baring  Ghurrod  demonstrated  the  presence  of 
oxalate  of  lime  in  the  blood  in  certain  cases,  chiefly  of  gout  ('Med.- 
Chir.  Trans.,*  vol.  xxxii,  1849,  London).  In  the  first  case,  one 
of  chronic  hiccough  and  vomiting,  examination  of  blood  taken 
from  the  vessels  of  the  head  showed  traces  of  uric  acid,  and  a  heavy 
whitish  deposit  of  an  inmiense  number  of  octahedra  of  calciami 
oxalate,  a  few  spheres,  and  some  dumb-bells.  His  method  consisted 
in  drying  the  serum  in  a  water  bath,  boiling  with  alcohol,  making 
an  aqueous  solution,  evaporating  to  the  consistency  of  very  thin 
syrup,  and  addii^  acetic  acid  so  as  to  strongly  acidulate  the  fluid ; 
if  oxalic  acid  is  present  in  the  serum,  crystals  of  oxalate  of  lime  will 
form  after  the  fluid  has  been  allowed  to  rest  for  some  hours. 

There  is,  thus,  no  physiological  or  chemical  difficulty  in  supposing 
that  oxalate  may  be  present  in  the  secretions  in  general,  especially 
as  the  evidence  goes  to  show  (J.  C.  Dunlop,  loc.  cit.)  that  the  whole 
of  the  oxalate  in  the  urine  is  derived  from  the  ingestion  of  this 
material  in  vegetable  food-stuffs.  In  the  urine,  the  chief  solvent  of  the 
calcium  oxalate  is  acid  sodium  phosphate,  but,  as  Ihinlop  remarks, 
it  is  not  the  only  one  present,  although  his  own  observations  made 
with  urea  and  chlorides  were  negative  in  result.  So  in  the 
fluid  of  the  pancreatic  cyst  the  crystallisation  of  the  oxalate 
probably  resulted  from  the  absorption  of  some  second  substance 
necessary  to  hold  it  in  solution. 

The  crystallisation  of  calcium  oxalate  has  been  observed  in  fluids 
other  than  pancreatic.     Virchow,  in  his  lectures  on  goitre  (Die 
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Krankhafte  Q^schwiilste),  states  that  octahedra  of  this  substance 
may  not  infrequently  be  found  in  the  fluid  of  thyroid  cysts.  The 
first  observation  of  this  was  made  by  Daake  ('  Zeitschr.  fur  nat. 
Med.,*  1865),  and  has  been  fully  confirmed  by  Virchow  himself. 

April  2l9t,  1896. 
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1.  Atrophy  of  the  kidney  from  stricture  (?  congenital) 
of  the  ureter,     {Card  specimen.) 

By  G.  Newton  Pitt,  M.D. 

HI8TOBT. — The  patient  was  a  young  adult  who  gave  no  history  of 
any  abdominal  injury  and  presented  no  symptoms  during 
life  pointing  to  any  renal  disease.     The  urine  was  normal. 

Description  of  specimen. — The  right  kidney  is  seen  to  be  uniform 
on  the  surface  and  normal  in  appearance,  presenting  no  interstitial 
changes ;  but  it  is  only  half  the  size  of  the  opposite  kidney,  which 
is  slightly  hypertrophied.  There  is  a  thick  dense  stricture  of  the 
ureter  situated  about  half  an  inch  from  its  commencement,  and  the 
tube  beyond  is  normal.  The  strictured  portion  only  admits  a 
probe. 

Bemarks. — In  two  other  specimens  I  have  met  with  a  stricture  of 
the  ureter  at  this  spot,  and  in  none  was  there  any  history  of  a 
calculus  or  of  traumatism.  Is  the  defect  a  congenital  one  ?  It  is 
interesting  that  there  should  be  no  hydronephrosis  and  only  an 
atrophy  of  the  kidney.  January  21»/,  1896. 


2.   Case  of  large  white  kidneys  with  thrombosis  of  the  renal 
veins  and  the  inferior  vena  cava.     (Card  specimen.) 

By  Theodore  Fisher,  M.D.  (per  J.  H.  Targett,  M.S.). 

HISTORY. — ^A  girl,  aged  13,  was  admitted  to  the  Bristol  Royal 
Infirmary  on  November  28th.  About  three  weeks  before  admis- 
sion her  legs  began  to  swell,  and  at  the  time  of  admission  there  was 
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extreme  swelling  of  the  face,  body,  and  legs.  No  history  of  scarlet 
fever.  The  urine  was  of  sp.  gr.  1020,  contained  3  per  cent,  albumen, 
some  blood,  and  granular  casts.  The  amount  of  urine  during  the 
time  she  was  in  the  infirmary  varied  between  15  and  46  oz.  in  the 
twenty;four  hours.  On  December  5th  it  was  24  oz. ;  on  the  6th,  24  oz. ; 
on  the  7th,  not  recorded ;  but  on  the  8th,  the  day  before  her  death, 
it  was  12  oz.  The  sp.  gr.  was  1015  on  all  these  occasions,  and  the 
amount  of  alb\mien  2*2  per  cent.,  3  per  cent.,  and  1*5  per  cent.  The 
pidse  was  weak  throughout.  Temperature  96°  on  admission,  rose  to 
102°  the  next  day,  and  kept  above  100°  until  the  day  before  death, 
when  it  fell  to  96°.  Bowels  constipated.  There  was  some  dulness 
at  the  base  of  the  left  limg.  The  oedema  of  the  face  and  body 
diminished  during  the  time  she  was  in  the  infirmary,  but  the  oedema 
of  the  legs  remained  about  the  same.  Towards  the  end  the  child 
failed  rapidly,  and  was  thought  to  have  died  of  cardiac  failure.  She 
died  on  December  9th. 

Autop8j/.—A  child  of  about  the  average  height  for  her  age. 
There  was  shortening  of  the  left  leg  due  to  old  hip  disease,  and 
great  scarring  aroimd  the  left  hip-joint.  Considerable  oedema  of 
both  legs  and  some  general  anasarca  existed. 

Brain  not  examined. 

Thorax:  Trachea  and  bronchi  normal.  The  left  pleural  cavity 
contained  about  10  oz.  of  fluid,  and  the  anterior  half  of  the  pleural 
surface  of  the  limg  was  covered  with  granular  exudation.  There 
was  a  patch  of  thicker  exudation  over  the  right  lower  lobe.  The 
limgs  themselves  were  both  congested  throughout. 

Heart :  Old  adhesions  of  the  pericardium  over  the  auricles  and 
upper  part  of  ventricles,  back  and  front.  Eecent  exudation  very 
limited  in  position  and  amount  over  posterior  aspect  of  right 
ventricle.  All  the  valves  healthy.  The  heart  not  markedly  dilated. 
Weight,  4J  oz. 

Abdomen  contained  about  20  oz.  of  ascitic  fluid.  Liver  45  oz., 
slightly  fatty.     Spleen,  nothing  noteworthy,  4J  oz. 

Kidneys :  Both  were  well-marked  examples  of  an  early  stage  of 
the  "  large  white  "  kidney.  They  were  enlarged  and  of  a  rounded 
fihape.  The  stellate  veins  stood  out  markedly  on  the  pale  surface. 
In  addition  to  the  stellate  veins  there  was  everywhere  a  fine  network 
of  distended  smaller  vessels.  On  section  the  most  obvious  feature 
was  the  great  congestion  of  the  bases  of  the  pyramids.  The  cortex 
was  swollen,  pale  yellow,  and  opaque ;  but  the  interlobular  vessels 
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were  in  places  stiU  distended  with  blood,  and  the  glomendi  were 
everywhere  visible.  Eunning  between  the  pelvis  of  the  kidney  and 
the  renal  substance  in  the  divisions  of  the  renal  vein  were  areas  of 
white  clot.  This  attracted  attention  to  the  renal  vein  outside  the 
kidney,  which  was  found  to  be  thrombosed  on  both  sides. 

The  vena  cava  was  also  thrombosed  as  far  as  the  bifurcation. 
Above,  this  clot  did  not  extend  beyond  the  inferior  border  of  the 
Hver.  The  cut  ends  of  the  vena  cava  and  the  renal  veins  showed 
the  yellowish-brown  clot  deposited  in  concentric  layers  presenting 
here  and  there  areas  of  granular  softening. 

The  presence  of  this  thrombosis  led  to  re-examination  of  the 
puhnonaiy  arteries,  which  were  slit  up  to  their  bifurcations.  At 
the  bifurcation  of  each,  thrombi  were  discovered  invading  the 
divisions  of  these  vessels.  The  clots  were  partially  adherent  to 
the  arterial  wall,  and  of  a  dirty,  yellowish-brown  colour.  They  only 
partly  obstructed  the  lumen,  and  the  main  clot  on  the  left  side  was 
channelled  through  its  centre. 

Microscopic  sections  of  the  renal  vein  showed  that  the  clot  in 
places  was  rapidly  organising.  Lying  aroimd  and  between  the 
divisions  of  the  vein  were  numerous  small  nucleated  cells  resembling 
lymphocytes,  and  finely  granular  material.  This  appeared  to  be 
coagulated  lymph,  and  subsequent  dissection  of  the  hilum  showed 
that  the  lymph  vessels  were  distended  with  coagulum.  The  sub- 
stance of  the  kidney  on  microscopic  examination  showed  extensive 
epithelial  proliferation.  The  glomeruli  were  also  affected,  and  there 
was  much  new  formation  of  connective  tissue  between  the  tubules. 


3.  Case  of  bilateral  sarcoma  of  the  hilum  of  the  kidney. 
(Card  specimen,) 

By  Thbodobs  Pishee,  M.D.  (per  J.  H.  Tabgett,  M.S.) 

HiSTOBT. — ^The  patient  was  a  rather  thin  girl,  aged  2  years. 
The  head  presented  well-marked  Parrot's  nodes,  the  ribs 
were  beaded,  and  the  ends  of  the  bones  of  the  forearms  enlarged. 
No  petechia  over  the  skin.     Palpation  of  the  long  bones  gave  no 
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evidence  of  subperiosteal  iMBmorrhages.     There  was  a  doubtful 
history  of  syphilis  in  the  mother. 

Autopsy. — Head :  The  cranium  when  sawn  off  showed  the  bone 
to  be  of  great  thickness.  It  was  fully  i  inch  in  diameter.  On  the 
inner  surface  of  the  dura  mater,  running  in  two  broad  bands  on 
either  side  of  the  f alx  cerebri,  were  effusions  of  blood  which  had 
coagulated  and  remained  more  or  less  firmly  adherent  to  the  dura 
mater.  A  layer  of  yellowish  transparent  exudation  lined  the  inner 
surface  of  these  hsemorrhages,  and  from  the  extent  of  this  exudation, 
which  spread  considerably  beyond  the  margins  of  the  hsemorrhagic 
areas,  it  appeared  to  have  been  deposited  upon  the  surface  of  the 
blood  and  not  merely  to  be  a  part  of  the  clot.  The  brain  waa 
healthy. 

Thorax :  Trachea,  lungs,  and  pleura  normal. 

Abdomen  :  Liver  enlarged,  appeared  somewhat  tough,  but  micro- 
scopically showed  nothing  abnormal.    Spleen  enlarged ;  weight  4  oz. 

The  kidneys  presented  a  somewhat  strange  appearance.  The 
extra-renal  portion  of  the  pelvis  of  each  was  thickened  and  of  a 
purplish-brown  colour.  The  thickening  ended  abruptly  at  the 
jimction  with  the  ureter.  On  making  a  section  oi  the  kidney, 
a  broad  band  of  tissue,  differing  in  appearance  from  the  kidney 
substance,  was  seen  between  the  pelvis  of  the  kidney  and  the  renal 
tissue.  This  band  was  thickest  opposite  the  interpyramidal  portions 
of  the  cortex,  and  was  absent  at  the  apices  of  the  pyramids,  where 
the  i)elvis  and  kidney  substance  were  of  necessity  in  contact.  The 
band  of  abnormal  structure  was  granular  in  appearance,  and  of  a 
mottled  purplish-brown  colour.     Weight  of  each  kidney,  1  oz. 

Suprarenals  and  pancreas  healthy. 

Stomach  and  intestines  showed  nothing  noteworthy,  but  enlarged 
l3rmphatic  glands  were  present  in  the  mesentery  of  a  deep  reddish 
colour.  As  is  so  often  the  case  in  children,  in  addition  to  enlarged 
glands  scattered  throiigh  the  mesentery,  others  lined  the  whole 
length  of  the  small  and  large  intestines  at  their  contact  with  the 
mesentery  and  mesocolon.  Other  lymph  glands  surrounded  the 
ureters,  and  larger  ones  extended  from  the  femoral  vessels  along  the 
vena  cava  and  aorta  to  the  liver.  Above  the  diaphragm  enlarged 
glands  of  the  same  reddish  colour  were  present  in  the  anterior  and 
posterior  mediastina.  Enlarged  glands  also  surrounded  the  vessels 
of  the  neck  and  were  present  below  the  lower  jaw.  They  were 
also  present  in  both  axillsB.     Microscopically  these  glands  showed 
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nothing  noteworthy,  unless  it  was  the  presence  of  a  considerable 
number  of  cells  that  stained  very  deeply  with  eosin* 

Microscopical  examination  of  the  growth  in  the  kidneys  showed 
that  it  was  a  sarcoma  chiefly  composed  of  round  cells.  There  were 
a  few  oval  and  spindle  cells,  with  here  and  there  a  multinucleated 
corpuscle.  The  growth  was  boimded  on  one  side  by  the  muscular 
coat  of  the  renal  pelvis,  and  this  was  partly  invaded,  so  that  bundles 
of  unstriped  muscle  were  seen  among  the  adjacent  cells  of  the 
neoplasm.  Where  it  was  in  contact  with  the  kidney  substance  the 
tumour  was  limited  by  a  thin  fibrous  capsule.  Hence  there  was  no 
invasion  of  the  renal  tissue. 


4.  Diffuse  symmetrical  lympho- sarcomatous  infiltration  of  the 
kidneys  of  a  child;  with  deposits  in  the  ccecum,  diaphragm, 
^c .     ( Card  specimen,) 

By  F.  Parkes  Weber,  M.D. 

r!  specimen  is  taken  from  a  girl  aged  5.  A  mass  about  the  size 
of  a  small  cocoanut,  attached  to  the  C8BCum,  should  perhaps  be 
considered  the  primary  tumour.  At  first  sight  the  kidneys  resembled 
very  "large  white  kidneys."  Each  kidney  was  symmetrically 
enlarged  to  about  three  or  four  times  the  natural  size,  its  substance 
was  pale  on  section,  and  the  capsule  stripped  off  easily.  They  gave 
no  iodine  reaction  for  lardaceous  disease.  A  nearer  examination 
showed  that  they  were  diffusely  infiltrated  with  some  new  growth, 
small  portions  only  of  the  real  kidney  substance  being  distinguish- 
able from  the  neoplasm,  as  darker  stripes,  here  and  there.  In  fact, 
what  we  at  first  took  to  be  enlarged  kidneys  were  in  reality  masses 
of  new  growth  retaining  the  form  of  the  kidneys,  and  containing 
the  renal  substance,  or  the  remnants  of  the  renal  substance,  inter- 
spersed in  it.  There  were  several  wedge-shaped  infarcts,  probably, 
BM  suggested  by  the  resident  medical  ofllcer.  Dr.  Luce,  due  to 
pressure  of  the  new  growth  causing  obliteration  of  small  arteries. 

History.— The  child  was  in  the  G^erman  Hospital  only  about  a 
week  before  her  death,  and  the  past  history  is  very  defective.     The 
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urine  examined  shortly  before  her  death  contained  a.  considerable 
amount  of  albumen,  a  few  casts,  but  no  red  blood-corpuscles. 

The  walls  of  the  caecum  and  vermiform  appendix,  the  diaphragm^ 
part  of  the  pericardium,  and  some  of  the  mesenteric  and  mediastinal 
lymph  glands,  were  found  infiltrated  with  new  growth,  but  the  liver, 
to  the  naked  eye  at  all  events,  appeared  imaffected. 

The  kidneys  themselves  have  imf  ortimately  not  been  kept.  I  had, 
however,  some  microscopical  sections  prepared,  and  my  colleague. 
Dr.  Michels,  whose  case  it  was,  wished  me  to  show  them  at  this 
Society.  The  renal  tubules  and  glomeruli  are  separated  from  each 
other  by  the  small  roimd  cells  and  very  scanty  fine  reticulum  of  the 
timiour.  A  wedge-shaped  patch  of  kidney  substance,  purposely 
included  in  one  of  the  portions  selected  for  microscopic  examination, 
will  be  seen  to  have  escaped  the  almost  general  lympho-sarcomatous 
infiltration.     In  one  of  the  specimens  an  infarct  may  be  observed. 

The  liver  is  known  to  be  occasionally,  though  rarely,  the  site  of  a 
diffuse  general  malignant  growth,  and  a  like  infiltration  with  new 
growth  is  occasionally  found  involving  one  kidney  in  infants  ;  but 
a  symmetrical  diffuse  affection  of  both  kidneys  is,  I  believe,  very  un- 
common. Symmetrical  malignant  disease  of  both  kidneys  has  been 
described  by  Dr.  J.  Abercrombie  (*  Trans.  Path.  Soc.,'  vol.  xxxi, 
p.  168),  but  in  his  cases  there  was  nothing  like  the  diffuse  distribu- 
tion throughout  each  kidney,  which  is  the  remarkable  feature  in  the 
present  case. 

The  only  apparently  similar  condition  that  I  can  find  described, 
occurred  in  a  seven  months'  foetus,  whose  kidneys  where  shown  by 
Mr.  F.  T.  Paul  at  the  annual  meeting  of  the  British  Medical  Asso- 
ciation at  Liverpool  in  1883  (see  *  Trans.  Path.  Soc.,'  vol.  xxxvii, 
p.  293).  Mr.  Paul  states  that  each  of  the  kidneys  was  symmetri- 
cally enlarged  to  a  size  which  would  be  the  normal  one  in  a  full- 
grown  man,  and  that  this  enlargement  appeared  to  be  due  to  infil- 
tration of  the  organ  with  an  adeno-sarcomatous  growth. 

I  was  at  first  disposed  to  class  the  growth  in  the  present  case  as 
sarcomatous,  but  after  showing  the  specimen  to  various  patholo- 
gists, although  the  opinions  expressed  by  them  as  to  its  probable 
nature  were  not  quite  unanimous,  I  believe  that  the  tumour  is  more 
correctly  described  as  lympho-sarcomatous  than  as  sarcomatous. 
This  is  the  view  taken  by  Mr.  Shattock.  The  diffuse  symmetrical 
distribution  of  the  growth  in  the  kidneys  speaks  strongly  in  favour 
of  lympho-sarcoma. 
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The  whole  subject  of  Ijrmphadenomatosis  has  quite  recently  been 
admirably  treated  by  Mr.  W.  Q-.  Spencer  and  those  who  took  part  in 
the  subsequent  discussion  at  the  annual  meeting  of  the  British 
Medical  Association  ('  Brit.  Med.  Joum./  January  18th,  1896),  and 
there  is  no  necessity  to  reopen  the  question. 

The  present  case  is  of  much  interest,  not  only  on  aocoimt  of  the 
rarity  of  the  condition  in  the  kidneys  which  I  have  just  described, 
but  as  affording  one  of  nimierous  examples  where  the  characters  of 
a  lymphadenomatous  growth  approach  closely  those  of  an  ordinary 
small  round-celled  sarcoma.  The  resemblance  to  ordinary  sarcoma 
in  this  case  was  shown  by  the  microscopic  structure  of  the  tumour, 
and  by  the  infiltration  of  the  muscular  part  of  the  diaphragm. 
There  is,  indeed,  a  very  wide  difference  between  such  cases  as  the 
present  one  and  the  more  chronic  forms  of  lymphadenoma  or 
Hodgkin's  disease,  whether  they  are  considered  from  their  clinical 
or  from  their  pathological  aspects.  Mcvrch  Zrd,  1896. 


5.  Large  sarcoma  of  the  kidney,     (Card  specimen,) 
By  J.  D.  Malcolm. 

DB8CBIPTION  OP  Specimen. — The  specimen  consists  of  a  section 
of  the  left  kidney  together  with  a  large  spongy  new  growth 
springing  from  one  end  of  the  organ.  The  growth  measures  8  inches 
by  5  inches,  and  is  enclosed  by  a  thin  layer  of  renal  tissue  as  well  as  by 
the  fibrous  capsule  of  the  kidney.  At  the  lower  end  of  the  tumour 
the  growth  has  perforated  the  capsule  and  formed  nodular  masses 
on  the  inner  side  of  the  kidney.  The  structure  of  the  tumour  has 
Tindergone  extensive  degeneration.  Histologically  it  is  a  sarcoma 
composed  of  round  and  oval  cells  with  large  tracts  of  degeneration 
and  haemorrhage. 

History  of  case. — ^The  patient  was  a  girl  aged  19,  who  appeared 
healthy  and  well  grown,  though  somewhat  ansemic.  On  the  left  side 
of  the  abdomen  there  was  a  large  tumour,  which  extended  downwards 
nearly  to  the  pubes  and  across  the  abdomen  to  the  outer  border  of 
the  right  rectus  muscle.    It  had  considerable  mobility,  but  could 
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not  be  turned  out  of  the  left  loin.  There  was  a  resonant  area 
behind  it,  and  much  bowel  overlapped  it  in  front,  so  that  less  than 
half  its  anterior  surface  was  dull  on  percussion.  Two  years  previously 
the  patient  was  seized  with  pain  in  the  abdomen  when  at  work  as  a 
book-keeper,  and  had  to  go  home.  Much  blood  came  away  with  the 
urine,  and  in  a  few  hours  the  pain  subsided.  These  attacks  of  pain 
and  hfiematuria  continued  for  ten  days,  and  then  the  symptoms 
disappeared.  A  doctor  who  saw  the  girl  at  this  time  stated  that 
"something"  coidd  be  felt  in  the  abdomen.  Four  or  five  other 
attacks  like  that  above  described  occurred  at  varying  intervals 
during  the  next  two  years.     The  abdomen  steadily  enlai^ed. 

After  I  saw  the  patient  no  blood  and  no  malignant  cells  were 
detected  in  the  urine.  In  one  specimen  only  was  there  a  trace  of 
albumen  ;  she  was  under  my  observation  for  eighteen  days  prior  to 
operation. 

On  Jime  9th,  1894,  the  tumour  was  removed  throiigh  an  incision 
outside  the  left  rectus  muscle.  The  descending  colon  lay  outside 
and  behind  the  growth.  Some  loose  tissue  and  glands  on  its  inner 
side  were  also  removed.  The  end  of  the  ureter  was  healthy,  and 
was  fixed  outside  the  wound.     Convalescence  was  uninterrupted. 

Two  months  after  the  operation  the  patient  appeared  very  well. 
Nothing  wrong  was  detected  except  that  there  seemed  to  be  a  slight 
drag  on  the  scar  where  the  ureter  had  been  fixed,  and  there  was 
impaired  resonance  outside  the  scar. 

On  October  15th,  1894,  there  was  a  large  solid  mass  in  the  abdo- 
men, stretching  right  across  it,  and  a  less  definite  mass  behind  the 
uterus  and  connected  with  the  growth  in  the  upper  abdomen. 
There  were  three  enlarged  glands  in  the  neck,  just  above  the 
clavicle  on  the  left  side,  one  being  rather  larger  than  a  walnut. 
The  patient  gradually  sank,  and  died  on  November  8th,  1894. 

Autopsy, — On  opening  the  abdomen  the  intestines  were  found 
greatly  distended  with  gas.  There  was  no  peritonitis.  Some  thick 
black  fluid  consisting  of  broken-down  growth  and  blood  welled  up 
from  the  pelvis.  A  mass  of  growth  the  size  of  two  fists  was  attached 
to  the  great  omentum  and  hung  down  into  the  pelvis.  It  was  quite 
diffluent,  and  largely  composed  of  blood.  After  separating  the 
colon,  which  was  adherent  beneath  the  site  of  the  abdominal 
incision,  a  mass  of  soft  growth  was  found  filling  the  loin  where  the 
timiour  had  been,  and  extending  down  to  the  left  iliac  fossa.  Its 
exact  relations  could  not  be  defined  owing  to  the  diffluent  state  of  the 
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sarcomatous  growth  wliich  flooded  the  peritoneal  cavity.  Extension 
downwards  was  distinctly  on  the  left  of  the  mesentery.  The  glands 
along  the  spine  were  enlarged,  and  the  pouch  of  Douglas  was  full 
of  growths.  The  whole  length  of  the  colon  seemed  free,  but  con- 
tained hard  scybala. 

Liver  showed  no  secondary  deposits. 

Through  a  hole  in  the  diaphragm  the  heart  and  limgs  were 
explored.  There  were  no  pleuritic  adhesions,  the  limgs  collapsed 
well,  and  no  lumps  were  felt  in  the  mediastinum  to  indicate 
secondary  deposits.  But  there  were  two  moderately  enlarged  glands 
in  the  neck  behind  the  left  stemo-mastoid  muscle  and  a  little 
above  the  clavicle ;  the  larger  was  about  the  size  of  a  bantam's  egg. 

Uterus  very  small.  Eight  ovary  very  small,  but  seemed  healthy. 
Broad  ligaments  were  felt,  and  seemed  free,  though  bathed  by  the 
diffluent  growth  in  Douglas's  pouch.  A  cyst  the  size  of  a  hen's 
egg  occupied  the  left  ovary.     Bladder  normal. 

Bight  kidney :  Its  surfaces  were  covered  with  minute  abscesses. 
The  capsule  stripped  off  easily,  and  the  organ  was  much  decomposed. 
On  section  the  pelvis  and  calyces  were  foimd  considerably  dilated 
and  filled  with  tenacious  muco-pus.  Small  abscesses  were  seen  in 
the  pyramids,  and  lines  of  suppuration  in  the  cortex.  A  flattened 
pyrif  orm  calculus  lay  in  the  pelvis  ;  it  was  i  inch  long,  and  i  inch  at 
wider  end,  and  apparently  was  composed  of  uric  acid  with  a  partial 
covering  of  phosphates.  The  ureter  was  moderately  dilated  and 
thickened.  At  its  upper  end,  where  it  joined  the  renal  pelvis,  its 
wall  was  deeply  ulcerated,  and  it  looked  as  if  this  had  been  caused 
by  the  irritation  of  the  calcidus.  The  excess  of  mucus  in  the  material 
in  the  renal  pelvis  suggested  that  the  calculus  had  plugged  the  ureter. 

The  tumour  is  preserved  in  the  museum  of  the  Royal  College  of 
Burgeons,  and  I  am  indebted  to  Mr.  J.  H.  Targett  for  the  description 
of  it. 

Remarks. — This  case  teaches  that  however  little  inconvenience  a 
sarcoma  of  the  kidney  may  give  in  its  early  stages,  an  operation 
should  be  performed  as  soon  as  the  lesion  is  diagnosed.  As  a  rule 
the  diagnosis  is  not  difficult,  and  it  is  a  pathological  certainty  that 
changes  go  on  in  a  renal  tumour  which  render  an  operation  more 
dangerous  day  by  day,  both  as  regards  its  immediate  and  its  remote 
effects.  May  19/A,  1896. 
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6.  Adrenal  tumours  of  the  kidney. 

By  J.  H.  Taboett,  M.S. 
[With  Plate  n.] 

THE  preparations  and  microscopic  sections  exhibited  are  taken 
from  three  adrenal  growths  found  in  connection  with  the 
kidney. 

1.  The  first  consists  of  a  small,  flattened,  yellowish  nodide,  about 
the  size  and  shape  of  the  little  finger-nail.  It  was  discovered  in 
the  course  of  an  ordinary  post-mortem  examination  when  the  fibrous 
capsule  of  the  kidney  was  being  detached.  The  yellow  colour  of 
the  nodule  and  its  situation  beneath  the  capsule  of  the  kidney 
attracted  attention  and  siiggested  its  nature.  A  vertical  section 
through  the  fibrous  capsule  and  subjacent  renal  tissue  displayed  a 
shallow  depression  in  the  cortex  which  was  filled  with  the  yellow 
mass  above  described.  The  mass  was  an  eighth  of  an  inch  thick, 
and  was  closely  attached  to  the  fibrous  capsule  over  it  and  to  the 
cortex  beneath.  On  reviewing  its  position  the  growth  was  found  to 
be  near  the  lower  end  of  the  left  kidney  and  upon  its  anterior 
surface.  The  kidney  itself  was  normal,  as  well  as  its  fellow  and  both 
adrenal  bodies.  Whether  the  opposite  kidney  contained  a  similar 
nodule  was  unfortimately  not  observed;  but  in  two  other  instancea 
I  have  foimd  these  aberrant  adrenal  bodies  in  both  kidneys,  and 
they  were  very  symmetrical  in  shape  and  position. 

Microscopical  examination. — The  substance  of  the  kidney  ia 
normal.  Eesting  upon  the  convex  border  of  the  section  is  the 
accessory  adrenal  body.  At  the  margin  of  this  body  the  fibrous 
capsule  covering  the  cortex  of  the  kidney  is  seen  to  split  into  two 
layers  of  nearly  equal  thickness.  The  superficial  layer  can  be 
traced  continuously  from  the  kidney  over  the  aberrant  adrenal  to 
the  kidney  substance  again.  The  deep  layer,  however,  is  imperfect, 
and  there  are  several  large  gaps  in  it  through  which  the  adrenal 
substance  has  wandered  into  the  renal  cortex.  Conversely  a  few 
convoluted  tubules  have  passed  into  the  adrenal  and  are  seen  on 
section  between  certain  columns  of  the  zona  f  asciculata.  They  are 
easily  distinguished  by  their  distinct  l\mien,  their  epithelial  lining, 
and  the  different  reaction  of  the  nuclei  to  stains. 

The  structure  of  this  accessory  adrenal  appears  quite  normaL 
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The  distmction  between  cortex  and  medulla  is  well  marked ;  in  the 
latter  one  or  two  large  vessels  are  seen,  while  the  capillary  system 
of  the  cortex  is  a  striking  feature.  The  cortical  cells  are  large, 
very  graniilar,  and  faintly  stained  in  contrast  with  their  nuclei. 
The  specimen,  therefore,  may  be  regarded  as  a  typical  example  of 
an  aberrant  adrenal  body.  The  mingling  of  the  renal  and  adrenal 
tisBues,  as  well  as  the  imperfect  fibrous  septimi  between  the  two 
organs,  I  have  observed  in  other  instances  of  this  abnormality, 
and  the  same  conditions  have  been  met  with  in  a  case  where  the 
adrenal  was  situated  beneath  the  capsule  of  the  liver.  In  the  figure 
given  by  Schmorl  ^  of  this  specimen,  there  is  a  similar  layer  of 
connective  tissue  separating  the  two  organs,  the  continuity  of  which 
is  broken  by  the  blending  of  the  hepatic  and  adrenal  tissues.  There 
are  also  well-defined  bile-ducts  embedded  in  the  adrenal. 

Quite  recently  a  specimen  of  multiple  adrenal  bodies  in  the 
broad  ligaments  of  a  foetal  uterus  has  come  into  my  hands. 

2.  The  second  specimen  exhibited  consists  of  a  kidney  laid  open 
by  a  coronal  section.  It  measures  3  inches  in  length  by  2  inches 
in  thickness,  and  seems  small  for  an  adult  viscus.  Projecting  from 
the  convex  border  of  the  organ  is  a  roimded  tumour  2  inches  in  its 
chief  diameter.  On  the  cut  surface  of  the  specimen  the  tumour  is 
seen  to  be  wedge-shaped,  with  its  rounded  base  projecting  beyond 
the  level  of  the  renal  cortex  for  an  inch  and  a  half,  and  its  apex 
penetrating  the  renal  substance  so  deeply  that  it  touches  the  wall  of 
the  pelvis  of  the  kidney.  The  hilum,  the  ureter,  and  the  renal 
vessels  are  normal  and  quite  free  from  growth.  The  extreme  length 
of  the  tumour  from  apex  to  base  is  2^  inches. 

The  substance  of  this  neoplasm  is  separated  from  that  of  the 
kidney  by  a  thin  but  distinct  capsule.  Externally  it  is  covered  with 
the  ordinary  fibrous  capsule  of  the  kidney.  On  removal  of  this  the 
tumour  presents  a  nodulated  exterior,  and  in  one  spot  it  is  seen  to 
have  perforated  the  fibrous  capsule. 

The  preparation  is  preserved  in  Guy's  Hospital  Museum,  and  is 
without  history.  Prom  its  age  the  substance  of  the  tumour  has 
become  decolorised,  but  it  is  friable,  and  there  appears  to  have 
been  large  extravasations  of  blood  in  it. 

Microscopical  examinaiion. — Sections  were  made  from  the  margin 
of  the  tumour,  and  included  the  adjacent  renal  tissue.  The  capsule 
which  separates  the  tumour  from  the  kidney  is  composed  of 
*  *  Ziegler's  Beitrilge,'  vol.  ix,  p.  626. 
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vascular  connective  tissue,  enclosing  a  few  compressed  renal 
tubules  and  fibroid  glomeruli.  Beyond  this  the  kidney  substance  is 
infiltrated  with  small  round  cells  for  a  short  distance  from  the 
tumour,  and  no  doubt  the  fibrous  boimdary  of  the  latter  has  been 
developed  from  similar  cells  restdting  from  the  irritation  of  the 
growth. 

The  periphery  of  the  neoplasm  is  composed  of  narrow  elongated 
alveoli  containing  a  double  row  of  large  granular  cells  like  epithe- 
lium. The  walls  of  the  alveoli  are  very  thin,  and  in  niany  places 
consist  of  little  more  than  capillary  vessels.  The  arrangement  of 
the  cells  in  double  rows,  though  conspicuous  at  the  margin,  is  soon 
lost  in  passing  towards  the  centre  of  the  tumour,  where  the 
alveolation  is  very  imperfect,  and  the  most  striking  feature  is  the 
enormous  size  of  the  cells.  The  appearances  of  this  part  of  the 
growth  are  shown  in  the  accompanying  micro-photograph.  The 
faint  outlines  of  the  lai^e  cells  can  be  discerned,  with  their  round 
deeply-stained  nuclei.  There  is  no  true  alveolation.  What  exists 
is  produced  by  the  capillary  vessels,  whose  double  row  of  elongated 
nuclei  (that  is,  endothelial  cells)  are  easily  recognised.  The  centre  of 
the  tumour  is  entirely  necrotic,  and  will  not  stain.  Around  it  there 
are  some  pigment  granules,  and  these  would  seem  to  indicate  that 
the  necrotic  area  was  in  part  the  result  of  extensive  extravasations 
of  blood.  At  the  growing  margin  of  the  tumour  there  are  vacuoles 
in  some  of  the  cells,  which  doubtless  represent  empty  fat  globules. 

3.  The  third  exhibit  consists  of  two  microscopic  slides  which 
were  very  kindly  given  me  by  Professor  McWeeney,  of  Dublin, 
and  are  placed  alongside  of  the  preceding  for  the  sake  of  com- 
parison. They  were  taken  from  an  adrenal  tumoiir  of  the  kidney, 
which  is  fully  described  and  illustrated  in  the  *  British  Medical 
Journal,'  1896,  vol.  i,  p.  323.  Having  examined  these  slides  with 
great  care,  I  entirely  agree  with  the  description  which  Professor 
McWeeney  has  given,  and  I  venture  to  quote  the  chief  points  in 
it.  "  The  structure  of  the  t\miour  consisted  of  rows  and  groups  of 
large  columnar  or  cubical  cells,  obviously  epithelial  in  character, 
with  clear  or  reticulated  protoplasm  and  a  relatively  small  round 
nucleus.  The  rows  were  usually  two  cells  deep  and  there  was  no 
trace  of  a  lumen.  On  each  side  of  the  rows  was  a  line  of  delicate 
endothelial  nuclei,  evidently  forming  the  wall  of  a  capillary 
vessel,  in  which  the  remains  of  blood  could  here  and  there  be 
traced.     Between  the  cells  forming  these  rows  there  was  no  stroma 
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Fig.  a  illustrating  Dr.  RoUeston's  paper  on  "  Sarcoma  of  Mamma 
containing  Multinudear  Q-iant-oells."     (Page  267.) 

From  a  drawing  in  the  possession  of  Mr.  Mabhadueb  Shbild. 

Pigs.  B  and  0  illustrating  Mr.  Targett*s  paper  on  "Adrenal 
Tumours  of  the  Kidney."     (Page  122.) 

Fig.  B  is  from  a  photogpraph  of  the  kidney,  which  has  heen  h&id  open  by  a 
longitudinal  incision  through  its  convex  border.  It  represents  the  wedg^-shaped 
outline  of  the  tumour  in  the  cortex,  the  apex  of  which  touches  the  pelvis  of  the 
kidney.    (The  specimen  is  preserved  in  Guy's  Hospital  Museum.) 

Fig.  C  is  from  a  micro-photograph  of  the  tumour.  It  depicts  the  large  slse 
of  the  cells  and  their  deeply  stained  nuclei.  There  is  no  true  alveolation,  and 
the  stroma  is  almost  entirely  formed  by  capillary  vessels,  which  are  indicated  by 
double  rows  of  elongated  nuclei  (obj.  ^  inch). 
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whatever.  In  fact,  no  stroma  existed,  the  tumour  cells  being 
placed  directly  on  the  endothehum  of  the  capillaries.  Distinct 
fibrous  trabeculflB  divided  the  tumour  substance  into  lobules,  and 
supported  the  larger  vessels.  All  transitions  were  traceable  from 
lengthj  rows  or  double  columns  to  circular  groups  of  cells.** 

"  The  neighbouring  kidney  tissue  showed  atrophied  or  dilated 
tubules,  hyaline  glomeruli,  thickened  vessels,  and  tracts  of  con- 
nective tissue  crammed  with  nuclei.  The  capsule  which  every- 
where intervened  between  the  kidney  substance  and  the  tumour 
consisted,  on  the  timiour  side,  of  dense  laminated  connective  tissue, 
and  on  the  kidney  side  of  atrophied  and  compressed  renal  elements. 
Nowhere  could  a  transition  from  urinary  tubules  to  tumour  tissue 
be  traced.** 

Refnarks. — It  will  be  admitted,  I  think,  that  there  is  a  very  close 
resemblance  between  the  microscopical  appearances  of  these  tumours, 
and  that  they  should  be  placed  in  the  same  category.  In  my 
Erasmus  Wilson  lectures,  delivered  in  the  spring  of  1894, 1  dealt  with 
the  relation  of  primary  adrenal  tumours  to  renal  timiours  of  adrenal 
origin.  In  reviewing  the  mass  of  Hterature  on  this  subject  which 
has  accumulated  since  the  pubHcation  of  Grawitz*  original  paper  in  ' 
1883,  one  cannot  but  feel  that  not  a  few  writers  have  been  carried 
away  by  the  ingenuity  of  the  theory,  and  have  been  led  to  refer 
many  ordinary  renal  carcinomata  to  this  extraordinary  class.  For 
that  reason  especially  pathologists  are  indebted  to  Professor 
McWeeney  for  the  thorough  and  critical  manner  in  which  he  has 
treated  the  evidence  derived  from  his  two  cases.  Briefly  stated,  the 
argument  is  as  follows : — It  is  now  well  known  that  bodies  identical 
in  structure  with  the  adrenal  bodies  are  found  embedded  in  the 
cortex  of  the  kidney  and  beneath  its  fibrous  capsule.  The  normal 
adrenal  body  under  rare  circumstances  gives  rise  to  a  primary 
malignant  tumour  of  a  pectdiar  type.  Certain  tumours  are 
occasionally  met  with  in  the  kidney  which  on  the  one  hand  bear  a 
resemblance  to  the  normal  adrenal  body,  and  on  the  other  to  the 
rare  and  peculiar  primary  tumour  which  arises  in  the  adrenal  body. 
Therefore,  it  is  concluded  that  these  renal  tumours  have  originated 
in  an  aberrant  or  accessory  adrenal  body  which  was  previously 
embedded  in  the  kidney. 

Now  as  these  accessory  aberrant  adrenals  are  not  very  frequently 
seen  in  the  kidneys,  even  by  those  daily  engaged  in  poet-morteju 
examinations,  it  follows  that  renal  tumours  of  this  type  must  like- 
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wise  be  rare,  thougli  we  may  suppose  that,  like  other  aberrant  bodies, 
they  are  specially  prone  to  undergo  malignant  changes.  During 
the  past  five  years  I  have  examined  a  very  large  number  of  renal 
tumours  of  various  kinds,  and  I  feel  certain  that  the  specimen  here 
recorded  is  the  only  one  in  my  experience  which  has  presented  the 
features  of  an  adrenal  tumour.  Hence,  while  thoroughly  accepting 
the  hypothesis  of  Grawitz  as  to  their  origin,  I  believe  that  the 
frequency  of  this  class  of  tumour  has  been  much  exaggerated  by 
some  writers. 

The  cardinal  features  of  the  adrenal  timiour  of  the  kidney  are 
these: — Firstly,  it  is  distinctly  encapsuled  where  it  stands  in 
relation  with  the  kidney  tissue,  and  this  boundary  may  be  looked 
upon  as  a  derivative  of  that  imperfect  layer  of  the  fibrous  covering 
of  the  kidney  which  is  seen  in  sections  of  an  aberrant  adrenal 
separating  the  renal  from  the  adrenal  elements,  as  above  described. 
Not  that  the  timiour  is  rendered  innocent  by  this  encapsulation,  for 
in  my  preparation  the  growth  had  fimgated  through  the  fibrous 
sheath  of  the  kidney,  and  was  clearly  malignant.  In  Professor 
McWeeney*s  case  the  neoplasm  is  described  as  consisting  of  "a 
mass  of  confluent  encapsuled  nodules ;  .  .  .  .  the  encapsulation 
of  each  nodule  was  perfect  and  definite." 

Secondly,  the  histological  appearances  of  the  adrenal  tumour  are 
remarkable  and  characteristic — ^the  large  size  of  the  cells,  their 
arrangement  in  double  rows  or  colimms  (at  least  in  the  active  parts 
of  the  tumour),  the  absence  of  a  limien  in  these  colimms,  and  the 
abimdant  capillary  network  which  takes  the  place  of  an  ordinaiy 
stroma.  As  in  the  normal  zona  f  asciculata,  the  cells  seem  adherent 
to  the  walls  of  the  capillaries. 

And  thirdly,  the  cells  of  the  adrenal  timiour  show  the  same 
tendency  to  fatty  degeneration  as  the  cortex  of  the  adult  adrenal 
body.  To  this  may  be  added  the  liability  to  hflemorrhagic  extravasa- 
tions, which  may  break  up  the  centre  of  the  timiour  and  lead  to  its 
necrosis,  or  cause  orange  staining  of  the  firmer  parts  of  the 
specimen. 

There  is  one  argument  used  by  Professor  McWeeney  which  is 
drawn  from  a  case  recorded  by  Mr.  Henry  Morris  (*  Brit.  Med. 
Joum.,*  1893,  vol.  i,  p.  2).  It  is  to  the  effect  that  **  timiours  of 
precisely  similar  structure  not  infrequently  originate  from  the 
suprarenal  capsule,  and  growing  downwards  into  the  kidney  cause 
its  destruction."     The  actual  specimen  described  in  support  of  this 
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opinion  does  not,  however,  I  venture  to  think,  bear  this  interpreta- 
tion. I  have  examined  it  carefully  and  there  can  be  no  doubt  that 
the  tumour  is  primary  in  the  kidney  and  covered  with  the  ordinary 
fibrous  capsule  of  the  organ.  Whether  it  originated  in  an  aberrant 
adrenal  embedded  in  the  kidney  is  another  question.  From  my 
own  histological  investigations  I  have  not  been  led  to  take  this  view 
of  it.  But  this  particular  case  apart,  there  seems  to  be  little 
evidence  that  primary  tumotirs  of  the  adrenal  body  invade  the 
kidney  in  the  manner  described,  at  least  in  their  early  stages.  They 
undoubtedly  produce  considerable  flattening  of  the  adjacent  part  of 
the  kidney  as  the  mechanical  effect  of  pressure,  but  the  two  organs 
remain  separated  by  the  fibrous  capsule  of  the  kidney  in  the  most 
definite  manner.  The  relations  of  that  capsule  to  the  various 
tumours  in  and  aroimd  the  kidney  is  one  of  the  most  important 
points  in  their  morbid  anatomy.  When  it  is  remembered  how  long 
the  fibrous  capsule  resists  the  tension  of  a  new  growth  within  the 
kidney,  it  becomes  more  difficult  to  believe  in  its  penetration  from  • 
without  by  a  neoplasm  which  can  readily  extend  in  other  directions. 
Further,  the  primary  adrenal  tumour  pushes  the  kidney  directly 
downwards,  thereby  rendering  it  unusually  prominent ;  sometimes 
the  kidney  becomes  stretched  like  a  cap  over  a  part  of  the  tumour. 
In  a  case  recorded  by  Cohn  (*  Berl.  klin.  Wochen.,'  1894,  No.  11)  there 
was  an  abdominal  tumour  in  the  lumbar  region,  with  apparently  a 
considerable  enlargement  of  the  liver.  But  at  the  autopsy  the 
liver  was  normal  in  size,  though  displaced  downwards ;  and  it  was 
suggested  that  owing  to  the  position  of  the  adrenal  tumour  at  the 
posterior  surface  of  the  liver  its  enlargement  would  tend  to  produce 
a  rotation  of  the  liver  on  its  transverse  axis,  and  thus  render  its 
anterior  margin  very  prominent  below  the  ribs.  A  distinct  trans- 
verse groove  was  observed  crossing  the  abdominal  tumour,  and  this 
was  found  to  mark  the  junction  between  the  tumour  and  the 
kidney — a  clinical  sign  which  may  possibly  be  useful  in  distinguish- 
ing adrenal  tumours  from  those  of  the  kidney.  Again,  the 
diaphragm,  with  the  liver  and  vena  cava  on  the  right  side,  speedily 
become  invaded  by  the  primary  growth  in  an  adrenal  body,  and  as 
a  rule  the  growths  are  not  bilateral  like  the  renal  tumours  of  child- 
hood. Clinically  the  absence  of  urinary  symptoms,  the  rapidity  of 
growtii^  and  the  extensive  metastases  are  important;  while  a  curious 
overgrowth  of  hair  on  all  parts  of  the  body  has  been  observed  in 
several  instances,  both  in  children  and  in  adults.     This  hyper- 
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trichosis  is  of  interest  in  association  with  the  well-known  pigmenta- 
tion of  the  skin  occurring  in  Addison's  disease  of  the  suprarenal 
capsules. 

The  more  favourable  prognosis  of  the  cases  in  which  the  tumour 
has  been  removed  by  operation  is  an  important  clinical  point. 
Eupprecht  (*  Central,  f .  Gynak.,*  1890,  Bd.  xiv,  s.  592)  records  the 
following  very  interesting  case: — ^A  child,  aged  2^  years,  was 
admitted  with  a  tumour  in  the  right  side  of  the  abdomen.  It  had 
been  noticed  for  six  months,  and  had  grown  quickly.  It  was  at  the 
back  of  the  abdominal  cavity,  and  extended  to  the  left  as  far  as  the 
middle  line.  Though  solid,  the  tumour  had  a  semi-elastic  feel  and 
a  nodular  outline.  Urine  normal.  The  tumour  was  removed  by 
operation,  and  at  the  end  of  one  year  there  were  no  signs  of 
recurrence.  Examination  showed  that  the  tumour  was  situated 
imder  the  fibrous  capsule  of  the  right  kidney,  and  formed  a  well- 
defined  rounded  mass  the  size  of  a  foetal  head.  The  kidney  in 
other  respects  was  normal.  Professor  Neelsen,  who  examined  the 
growth  microscopically,  reported  that  its  structure  resembled 
adrenal  tissue,  for  it  consisted  of  delicate  columns  of  large  finely 
granular  cells  like  those  of  the  cortex  of  the  adrenal  body. 

In  conclusion,  I  would  submit  that  adrenal  tumours  of  the  kidney 
and  primary  tumours  of  the  adrenal  body  should  be  studied 
together,  as  mutually  helpful.  Both  conditions  are  decidedly  rare, 
and  for  that  reason  every  alleged  example  of  these  diseases  should 
be  critically  examined  and  carefully  reported. 

May  19th,  1896; 


7.  Epithelioma  of  the  ureter  causing  hydronephrosis. 
By  Heney  Rundle,  F.R.C.S.  (per  J.  H.  Taeoett,  M.S.). 

HiSTOEY. — E.  B — ,  a  gardener,  aged  46,  a  weak  and  emaciated 
man,  was  admitted  into  the  Portsmouth  Royal  Hospital  on 
April  2nd,  1895,  under  my  care.  His  parents  died  from  old  age,  but  two 
sisters  are  stated  to  have  died  from  cancer.  Nearly  the  whole  of  his 
body  was  affected  with  psoriasis,  which  had  existed  for  sixteen  years. 
About  a  year  before  admission  he  noticed  a  fulness  in  the  right  side 
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of  the  abdomen,  wliicli  increased  gradually  and  painleaslj.  On 
admission  the  abdomen  was  flaccid,  except  on  the  right  side,  where  a 
fluctuating  swelling,  dull  on  percussion,  occupied  the  front  and 
lower  part  of  the  abdomen;  it  commenced  two  inches  below  the 
thorax,  and  extended  to  the  middle  line  as  well  as  far  back  into  the 
lumbar  region. 

Urine  clear,  freely  voided,  sp.  gr.  1018,  no  albiunen ;  he  had  passed 
blood,  but  not  recently.  There  was  no  history  of  pain  and  no  other 
symptoms  of  renal  calcidus. 

On  April  19th  the  swelling  was  tapped,  and  80  ounces  of  fluid 
were  evacuated.  This  fluid  was  alkaline,  sp.  gr.  1020,  and  became 
almost  soHd  on  boiling.  The  sediment  obtained  from  the  fluid  was 
found  to  consist  chiefly  of  blood  and  large  granular  corpuscles  with 
a  few  columnar  epithelial  cells. 

For  a  fortnight  there  was  no  return  of  the  swelling.  The  man 
became  very  emaciated,  and  so  weak  that  he  was  unable  to  sit  up 
in  bed.  Suspecting  malignant  disease,  it  was  not  deemed  advisable 
to  attempt  a  removal  of  the  kidney.  The  fluid  having  slowly  re- 
accumulated,  the  cyst  was  tapped  on  May  29th  and  60  oimces  of  fluid 
similar  to  that  obtained  before  were  evacuated.  He  passed  into  a 
semi-comatose  state,  and  died  from  exhaustion  on  Jime  4th. 

Autopsy. — Numerous  secondary  deposits  of  growth  were  found  in 
the  liver,  lungs,  and  abdominal  lymphatic  glands.  Microscopical 
examination  of  these  deposits  revealed  a  squamous-ceUed  epithe- 
lioma, but  the  central  cells  of  the  epithelial  processes  tended  to 
tmdergo  a  grantdar  rather  than  a  keratoid  change.  Hence  there 
were  no  cell-nests. 

The  kidneys,  ureters,  and  bladder  were  removed  and  sent  to  Mr. 
Targett  at  the  College  of  Surgeons.  He  has  kindly  prepared  the 
subjoined  description  of  these  organs. 

**  The  parts  submitted  for  examination  consisted  of  the  bladder  and 
kidneys,  with  the  whole  length  of  the  ureters.  Of  these  organs  the 
left  kidney  and  corresponding  ureter  were  normal. 

"  Bight  kidney. — Converted  into  a  thin-walled  multilocular  cyst 
by  extreme  dilatation  of  the  calyces  and  absorption  through  pressure 
of  the  cortex.  The  kidney  as  a  whole,  while  retaining  its  general 
outline,  was  much  elongated,  so  that  it  measured  6}  inches  in 
length,  after  considerable  shrinkage  from  immersion  in  spirit. 
The  wall  of  the  cyst  had  an  average  thickness  of  an  eighth  of  an 
inch,  and  this  measurement  included  the  fibrous  capsule  of  the 
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kidney  with  the  liTiing  membrane  of  the  dilated  calyx  and  the  entire 
breadth  of  the  renal  parenchyma.  So  atrophied  was  this  paren- 
chyma that  it  could  only  be  detected  here  and  there.  In  contrast 
with  the  extreme  dilatation  of  the  calyces  it  is  worthy  of  note  that 
the  pelvis  of  the  kidney  was  barely  larger  than  normal.  The  hilimi 
and  its  contents  were  normal. 

•*  Bight  ureter, — This  was  fully  three  inches  shorter  than  its 
fellow,  and  markedly  dilated,  especially  in  the  middle  third.  The 
lowest  three  inches  were  involved  in  a  large  growth  behind  the 
bladder,  to  be  subsequently  described.  The  interior  of  the  ureter 
presented  numerous  secondary  deposits  of  growth  in  the  mucous 
membrane,  which  were  arranged  in  separate  nodules  or  clustered 
to  form  prominent  ridges.  This  condition  extended  to  within  one 
inch  of  the  pelvis  of  the  kidney  (Fig.  6). 

"  Bladder, — This  was  for  the  most  part  healthy  in  appearance.  Its 
cavity  was  small  from  the  action  of  spirit,  but  the  vesical  wall  was 
not  hypertrophied  nor  the  mucous  membrane  thickened.  The  orifice 
of  the  left  ureter  was  normal,  and  that  of  its  fellow  was  quite 
distinct,  but  through  the  right  orifice  protruded  a  small  polypoid 
tumour  the  size  of  a  pea.  This  polypus  was  made  up  of  a 
collection  of  minute  warty  growths  closely  applied  to  one  another. 
Behind  the  right  ureteral  orifice  and  the  base  of  the  trigone  the 
mucous  surface  of  the  bladder  was  roughened  as  if  from  superficial 
ulceration.     The  prostate  was  normal. 

"  As  previously  stated,  the  right  ureter  terminated  below  in  an  oval 
tumour  situated  at  the  back  of  the  bladder.  This  timiour  measured 
nearly  four  inches  in  its  chief  diameter,  and  two  inches  in  thickness. 
It  was  firmly  attached  to  the  base  and  posterior  surface  of  the  bladder, 
the  peritoneum  being  partially  raised  from  the  bladder  in  that  region. 
In  structure  the  growth  was  soft,  white,  and  very  friable. 

"  The  relations  of  the  vesicuke  seminales  and  vasa  deferentia  were 
not  easily  determined,  as  they  all  appeared  to  be  more  or  less 
invaded  by  growth.  The  left  vesicula  was  greatly  enlarged,  partly 
by  cystic  dilatation  and  partly  by  a  mass  of  new  growth  which  had 
formed  on  its  inner  (median)  side,  and  was  directly  continuous 
with  the  main  tmnour.  The  left  vas  deferens  was  embedded  in  this 
mass  of  growth.  On  the  right  side  the  vesicula  could  not  be 
recognised  as  such,  and  the  position  of  the  right  vas  deferens  was 
not  certainly  made  out.  Both  these  organs  were  involved  in  the 
main  tumour,  and  probably  infiltrated  by  it. 
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"Microscopical  sections  were  prepared  from  the  edge  of  the 
neoplasm  where  it  was  adyancing  up  the  right  ureter.  These 
sections  showed  that  the  tumour  was  a  squamous-celled  epithelioma, 
and  that  the  muscular  coat  of  the  ureter  was  extensively  infiltrated." 

From  this  examination  it  appeared  that  the  disease  began  as  an 
epithelioma  of  the  lower  end  of  the  right  ureter,  probably  just 
above  the  spot  where  it  perforated  the  musciilar  coat  of  the  bladder. 
Thence  the  growth  extended  upwards  along  the  ureter,  and  down- 
wards into  the  vesical  wall,  which  it  invaded  without  fungating  into 
the  cavity  of  the  bladder.  Laterally  it  extended  into  and  absorbed 
the  right  vesicula  seminalis,  and  subsequently  advanced  to  the 
opposite  vesicula.  If  it  were  contended  that  the  tumour  might 
have  originated  in  the  right  vesicula,  that  objection  would  be  met 
by  the  structure  of  the  tumour,  which  was  imlike  that  of  a  primanr 
carcinoma  of  the  vesicula  seminalis.  Further,  the  way  in  which  the 
right  ureter  passed  into  the  centre  of  the  tumour,  the  distension  of 
its  calibre  by  growth,  and  the  infiltration  of  its  wall,  were  important 
facts  which  clearly  indicated  that  the  ureter  was  the  primarj'  seat  of 
the  disease. 

The  specimen  is  preserved  in  the  Museum  of  the  Portsmouth 
Royal  Hospital.  November  19th,  1895. 


8.  A  case  of  spontaneous  fracture  of  uric  acid  calculi. 

By  Charles  B.  Plowrioht,  M.D.  (per  W.  M.  Ord,  M.D.). 

rpHK  spontaneous  fracture  of  calculi  in  the  human  bladder  is  not 
i  of  very  frequent  occurrence,  but  cases  every  now  and  again 
present  themselves,  and  are.  always  interesting,  since  it  seems  so 
contrary  to  the  ordinary  sequence  of  events  to  find  such  hard 
intractable  bodies  as  uric  acid  calculi  falling,  so  to  speak,  in 
pieces  of  their  own  accord.  Especially  so  does  it  strike  us  who  are 
called  upon  to  crush  them  artificially,  for  we  know  that  even  when 
they  are  caught  between  the  jaws  of  the  lithotrite  a  considerable 
amount  of  force  has  to  be  applied  before  they  can  be  broken.  On 
looking  over  a  fairly  extensive  collection  of  calculi,  various  specimens 
will  probably  he  foimd,  and  it  will  be  evident  that  spontaneous 
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fracture  has  not  occurred  in  all  cases  in  exactly  the  same  waj. 
Various  explanations  of  the  phenomena  have  been  suggested,  such 
as  the  concussion  of  two  or  more  calculi  in  the  bladder  from  violent 
exertion  on  the  part  of  the  patient  or  from  blows  or  falls,  the 
generation  of  gas  in  the  interior  of  the  stones,  swelling  of  the 
nuclei,  and  the  like.  In  the  present  case  the  patient  was  a  man 
seventy-two  years  of  age,  who  was  admitted  into  the  West  Norfolk 
and  Lynn  Hospital  in  the  year  1867  with  symptoms  of  stone.  He 
died  in  the  month  of  April,  and  the  specimens  which  form  the 
basis  of  the  present  communication  were  removed  post  mortem. 
They  consist  of  some  240  fragments,  weighing  270  grains.  Besides 
these  fragments,  there  were  four  entire  calculi  about  half  an  inch 
in  diameter  in  the  act  of  splitting.  Three  of  these  have  been  cut 
in  halves  with  a  fine  saw  and  the  cut  surface  rubbed  smooth 
upon  a  hone.  Amongst  the  fragments  there  are  the  nuclei  of 
twenty-one  calculi,  so  that  each  calculus  would  weigh  when  entire 
about  10  or  12  grains. 

The  reason  these  specimens  have  for  so  long  escaped  closer 
attention  is  a  simple  one,  namely,  that  they  were  regarded  as  being 
the  result  of  a  case  of  incomplete  lithotrity,  and  with  a  certain 
amoxint  of  reason,  since  upon  one  occasion  a  lithotrite  was  passed 
into  the  man's  bladder  and  a  stone  was  imdoubtedly  crushed.  At 
that  time  I  was  a  pupil  of  the  hospital,  and  was  present  at  the 
operation.  It  will  be  remembered  that  in  1867  the  operative 
manipulation  in  lithotrity  was  strictly  time-limited,  two  or  three 
minutes  being  considered  as  long  as  it  was  safe  to  work  with  the 
lithotrite  in  the  bladder  for  fear  of  setting  up  cystitis.  Such  was 
the  course  pursued  in  this  case,  but  the  patient  succimibed  shortly 
afterwards.  Now,  although  the  operator  was  skilful  and  experienced, 
yet  he  will  hardly  lay  claim  to  the  ability  of  crushing  twenty-one 
stones  in  three  or  at  most  four  minutes,  nor  would  he  be  likely  to 
have  caught  the  four  other  stones,  applied  to  each  just  enough 
force  to  crack  them,  and  leave  the  fragments  in  situ.  I  was  also 
present  at  the  post-mortem,  and  distinctly  remember  the  condition 
of  the  bladder.  The  base  of  the  viscus  was  as  unlike  what  the 
interior  of  a  bladder  usually  is  as  can  well  be  imagined.  It  was 
occupied  by  numerous — ^ten  or  twelve — small  sacculi,  from  half  to 
three-quarters  of  an  inch  across  and  about  the  same  in  depth.  The 
opening  of  each  sacculus  into  the  bladder  was  slightly  smaller  than 
the  body  of  the  pocket,  freely  admitting  the  tip  of  the  finger.    They 
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were  evidently  pouches  produced  by  the  mucous  membrane  bulging, 
hernia-like,  between  the  reticulated  muscular  fibres  of  the  bladder. 
Each  pocket  held  several  fragments,  some  had  entire  calculi  in 
them,  but  all  were  filled  to  the  level  of  the  bladder  with  muco- 
purulent urine.  Owing  to  the  openings  of  the  pockets  being 
smaller  than  the  pouches  themselves,  it  was  foimd  necessary  to 
remove  the  bladder  and  turn  it  inside  out  into  a  basin,  in  order  to 
get  all  the  calculi  out.  It  is  obvious  that  neither  the  operation  of 
lateral  lithotomy  nor  that  of  lithotrity  would  have  freed  the  patient 
from  his  disease.  His  best  chance  would  have  been  with  the  supra- 
pubic, when  by  turning  him  on  his  face  and  washing  out  the  bladder 
with  a  stream  of  water  directed  upwards  through  the  wound,  many 
of  the  fragments  might  have  been  got  away,  but  the  process  would 
have  been  tedious  and  difl&cult.  It  has  been  asserted  that  with  our 
newly-constructed  lithotrites  it  is  hardly  possible  to  catch  the 
mucous  membrane,  but  with  such  a  sacculated  bladder  as  this  it 
would  have  been  hardly  possible  to  catch  a  stone  at  all  without  at 
the  same  time  catching  the  delicate  walls  separating  the  sacculi. 

Externally,  the  calculi  and  fragments  are  of  a  uniform  colour, 
looking  as  if  they  were  coated  with  a  layer  of  pale  grey  whitewash. 
On  the  outside  of  the  larger  this  is  collected  into  nodtdar  masses, 
some  microscopic  in  size,  others  as  large  as  a  hemp-seed.  These  are 
solid,  but  there  are  other  rounded  elevations  of  greater  dimensions 
which  are  hollow  beneath.  There  are  others,  again,  still  larger, 
which  are  perforated  in  the  centre  like  volcanic  craters.  The 
whitish-grey  deposit  is  freely  soluble  in  caustic  potash-  and  insoluble 
in  hydrochloric  acid, — at  least  a  fragment  kept  in  the  strong  acid 
for  a  week  showed  no  tendency  to  disintegrate. 

The  three  divided  calculi  consist  of  uric  acid,  yellowish  circum- 
ferentially  with  a  large  darker  nuclear  portion.  In  structure  they  are 
very  dense,  hard,  and  compact.  Many  of  the  fragments  are  sub- 
angular  segments  of  spheres,  such  as  Dr.  Ord  has  aptly  likened  to 
pieces  of  an  exploded  bomb-shell,  being  convex  externally  where 
they  correspond  to  the  exterior  of  the  calculus,  concave  internally 
where  they  have  been  separated  from  the  nucleus,  angular  laterally 
where  they  have  been  lifted  from  one  another,  so  that  they  have  a 
'^edge-like  or  pyramidal  contour.  In  some  instances  only  a  few 
such  wedges  have  been  split  off  from  each  calculus,  leaving  the 
nucleus  as  a  little  ball  still  in  eitu;  in  other  cases  the  nucleus 
has  fallen  away,  and  remains  as  a  free  shot-like  body.     The  outside 
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of  the  unbroken  calculi  is  mapped  out  by  slightly  elevated  ridges 
indicating  the  segments  into  which  they  are  in  the  process  of 
separating.  A  section  enables  us  to  see  how  this  is  being  brought 
about.  If  this  passes  through  one  of  the  blister-like  elevations  on 
the  surface  of  the  calculus  above  referred  to,  it  will  be  seen  that 
although  the  outer  surface  of  the  blister  is  smooth,  yet  the  interior 
of  the  cavity  is  lined  by  an  assemblage  of  rounded  nodules  or 
spheres  standing  side  by  side,  the  bases  of  which  are  continuous  with 
a  greyish  white  matrix,  contrasting  strongly  in  colour  with  the 
yellow  concentric  lamincB  of  the  body  of  the  calculus.  In  some 
instances  it  is  evident  that  this  grey  matrix  has  been  formed  beneath 
the  outer  lamina,  and  as  the  grey  deposit  has  increased  in  bulk 
it  has  broken  away  and  lifted  up  the  lamina  itself,  fragments  of 
which  rest  imbedded  in  the  grey  material  forming  the  upper  wall  of 
the  bhster.  In  fact,  the  calctilus  is  undergoing  a  process  of  disin- 
tegration externally,  brought  about  by  the  deposit  of  a  substance 
of  a  very  similar  composition  chemically  as  the  calculus  itself,  but 
of  a  different  moleciilar  arrangement.  The  ridges  on  the  exterior 
marking  out  the  segments  into  which  the  calculi  are  splitting  are 
also  formed  of  the  same  grey  material;  they  constitute  com- 
paratively thin  bridges  arching  over  fissures  that  extend  downwards 
towards  the  centre.  These  bridges  vary  in  height  and  in  width,  but 
on  the  surface  of  the  calculus  they  are  in  all  cases  considerably 
wider  than  the  fissure  over  which  they  stretch.  The  grey  deposit 
extends  downwards  as  a  thin  granular  layer  upon  the  fractured 
surface  of  the  calculus,  covering  both  sides  but  not  filling  up  the 
fissure  entirely,  and  it  is  here  in  the  interior  of  the  calculus  that 
we  find  its  spherical  structure  best  developed.  The  thickness  of 
this  layer  varies,  but  it  is  always  greatest  towards  the  exterior  of  the 
calctdus  just  opposite  the  first  or  second  or  third  external  lamina, 
from  which  point  it  thins  off  so  as  to  appear  in  section  as  a  blunt 
wedge.  On  its  free  surface  it  presents  an  assemblage  of  spheres  or 
of  bluntly  roimded  cones  or  short  cylinders,  the  bases  of  which 
become  fused  into  an  homogeneous  layer  applied  to  the  fractured 
surface  of  each  segment,  so  that  the  planes  of  the  two  deposits  are 
at  right  angles  to  one  another.  In  order  to  determine  the  composi- 
tion of  this  graniilar  deposit,  a  minute  fragment  was  chipped  off 
from  the  segment  of  the  calculus,  placed  on  a  microscopic  slide, 
and  covered  with  a  thin  cover-glass  ;  caustic  potash  was  then  run 
in,  and  the  effect  watched  under  a  quarter-inch  objective.     The 
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fragment  dissolved  in  a  few  minutes.  A  similar  fragment  was 
kindly  examined  by  Dr.  Ord  in  the  same  manner,  who  used  glacial 
acetic  acid,  when  that  very  beautiful  reaction  took  place  in  which 
the  acetic  acid  gradually  broke  up  the  fragment  and  then  caused 
the  deposit  of  uric  acid  crystals  with  lancet-shaped  ends,  which  he 
has  shown  ^  takes  place  when  the  uric  acid  is  associated  with 
ammonia,  so  that  this  grey  grantdar  deposit  consists  of  an  acid 
urate  of  ammonia. 

The  thick,  wedge-shaped  mass  towards  the  periphery  of  the  section 
is  evidently  the  agent  that  is  forcing  apart  the  various  segments, 
and  it  is  here  at  the  most  external  part  of  the  fissures  that  the  only 
attachment  of  the  s^ments  exists,  in  fact  each  hangs  suspended  by 
its  external  angles  like  Mahomet's  coffin.  Some  of  the  fissures 
have  obviously  extended  from  the  surface  inwards  towards  the 
centre,  while  others  have  gone  in  the  reverse  direction  from  the 
centre  outwards,  as  they  are  wider  below  than  above.  The  fissures 
are  narrow,  and  reach  inwards  as  far  as  the  dark  nucleus,  or,  to 
speak  more  correctly,  the  nuclear  portion  of  the  calculus  from  which 
each  segment  has  been  lifted  up,  the  degree  of  upheaval  varying 
according  to  the  extent  to  which  the  disruptive  process  has  gone, 
but  sufficiently  far  in  most  cases  to  alloi^  the  insertion  of  the  point 
of  a  penknife  between  the  nucleus  and  the  segment.  The  lower 
surface  of  the  s^ments  are  also  covered  by  the  granular  deposit, 
and  it  is  to  be  found  on  the  nucleus  as  well. 

The  manner  in  which  the  upheaval  of  the  s^ments  takes  place  is 
interesting.  A  uric  add  calcidus  consists  of  concentric  1a.minffi  differ- 
ing from  one  another  in  colour  and  varying  somewhat  in  the  degree 
of  firmness  by  which  they  mutually  cohere.  But,  besides  this,  there 
is  a  tendency  to  radial  cleavage,  so  that  we  may  regard  a  spherical 
calculus  as  being  composed  of  an  assemblage  of  cones  or  pyramids 
having  their  bases  externally  and  their  apices  meeting  at  the 
nucleus.  This  is  shown  by  the  radial  striation  figured  by  Eainey,* 
as  well  as  by  the  tendency  to  radial  cracking,  often  seen  in 
museimi  specimens,  from  drying.  When  a  stone  is  crushed  by 
the  lithotrite  its  component  parts  are  separated  in  both  directions 
concentrically  and  radially,  so  that  the  larger  fragments  are  more  or 

^  Ord,  W.  M., '  Influence  of  Colloidf  upon  Crystalline  Form  and  Cohesion/ 
1879,  p.  99. 

>  Rainey,  Geo.,  'On  the  Mode  of  Formation  of  Shells  of  Animals  by  Molecular 
Cohesion,'  1858,  p.  12,  fig.  4;  p.  58,  fig.  4a. 
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less  cuboid  in  form,  but  there  is  also  a  tendency  to  the  pyramidal 
contour,  most  marked,  of  course,  in  the  largest  fragments.  In 
the  specimens  imder  consideration  the  segments  have  been  split  off 
from  the  calculi  by  a  separation  between  the  pyramids,  the  force  in 
the  first  instance  acting  from  the  exterior,  the  inter-pyramidal  cleft 
passing  inwards  until  it  comes  to  a  point  where  the  adhesion  between 
concentric  laminsB  is  less  strong  than  the  adhesion  between  the 
pyramids,  so  that  the  force  acting  along  the  line  of  least  resist- 
ance passes  laterally  between  the  concentric  laminse.  The  direction 
of  the  force  is,  however,  influenced  by  the  shape  of  the  wedge,  which 
is  an  exceedingly  blunt  one,  and  acting  upon  the  periphery  of  the 
calculus  separates  the  two  margins  of  the  fissure,  forcing  them 
asunder  instead  of  driving  the  primary  fissm^  onwards  as  a  thin 
wedge  would.  The  consequence  of  this  is  that  after  travelling  a 
certain  distance,  generally  less  than  one  third  round  the  calculus, 
the  fissure  turns  outwards  and  so  reaches  the  surface  again ;  thus  a 
segment  is  split  off. 

The  whole  process  is  exactly  the  same  as  that  by  which  the  trunk 
of  a  tree  is  riven  by  a  hammer  and  wedge.  In  fact,  the  transverse 
section  of  an  endogenous  tree  presents  many  points  of  similarity  to 
the  section  of  a  calculus  :  the  pith  corresponds  to  the  nucleus,  the 
bark  to  the  crust,  the  annular  rings  to  the  concentric  laminae,  and 
the  medullary  rays  to  the  planes  of  radial  cleavage,  so  that  a  slice 
sawn  from  such  a  trunk  may  be  employed  as  an  illustration  of  the 
phenomenon  imder  consideration.  If  a  wedge  be  driven  from  the 
outside  in  the  direction  of  the  central  pith,  the  log  will  be  split 
into  two  halves,  provided  the  wedge  has  been  accurately  applied ; 
but  if  it  be  only  driven  in  a  short  distance,  it  will  open  a  crack 
wide  above  but  a  mere  chink  below,  where  it  will  terminate  at  one 
of  the  flnTinlftr  rings.  If  the  wedge  be  now  pressed  sideways  parallel 
to  the  bark,  the  crack,  instead  of  increasing  downwards,  will  turn 
at  right  angles  and  follow  the  direction  of  the  annular  rings  on  the 
side  opposite  to  that  to  which  the  wedge  is  inclined.  If  the  wedge 
be  further  depressed,  it  will,  acting  as  a  lever  of  the  first  order,  lift 
out  a  wedge-shaped  piece  of  wood,  a  secondary  crack  passing  from 
the  annular  ring  outwards.  This  crack  will  be  the  converse  of  the 
primary,  being  wider  below  than  above,  and  is  exactly  what  has 
happened  in  the  calculus.  In  the  calculus,  however,  the  lateral 
pressure,  by  reason  of  the  obtuseness  of  the  wedge,  is  applied 
equally  to  both  sides  of  the  primary  crack,  so  that  the  separation  of 
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the  concentric  laming)  below  often  takes  place  on  both  sides, 
although  it  is  more  pronounced  upon  one  side  than  upon  the  other. 
When  any  of  the  secondary  or  extrusive  fissures  reach  the  surface  of 
the  calculus,  the  wedge-like  deposition  of  the  acid  urate  seems  to 
take  place  at  once,  bridging  over  the  crack.  At  any  rate,  there  are 
none  of  the  sections  without  it.  Sometimes  the  granular  layer 
becomes  detached  from  the  sides  of  the  segment  and  remains  as  a 
free  plate  in  the  fissure.  When  this  happens,  the  bared  surface  of 
the  segment  soon  acquires  a  fresh  coating  of  graniilar  deposit. 

It  is  evident  that  the  disintegration  of  these  specimens  has  been 
caused  by  pressure  from  without,  by  a  process  of  wedging  out 
of  the  segments,  and  that  the  acting  agent  has  been  this  grey 
granular  deposit  of  acid  urate  of  ammonia.  The  same  substance 
which  has  so  evidently  lifted  up  the  outer  zonal  layers  of  the 
calculus  is  responsible  for  the  opening  up  of  the  primary  or 
intrusive  cracks.  In  their  beginning  these  were  the  merest  rifts, 
but  the  continued  aggregation  of  the  deposit  soon  opened  them  into 
sensible  fissures,  which,  by  extending  inwards  in  the  manner  above 
described,  are  ultimately  responsible  for  the  whole  disruptive 
process.  Rainey^  long  ago  pointed  out,  in  his  work  on  *  Molecular 
Coalescence,*  the  radial  striation  of  the  artificial  calculi  he  produced 
by  the  action  of  potassic  carbonate  on  solutions  of  gum,  but  he 
further  showed  that  these  artificial  calculi  tended  to  disintegrate 
of  their  own  accord  when  they  were  kept  in  solutions  in  which  the 
colloid  medium  was  denser  than  it  was  in  the  solution  in  which  the 
spheres  were  first  deposited. 

We  have  here  the  probable  clue  to  the  case  before  us.  In  the 
man's  bladder  the  pockets  in  which  the  calculi  were  placed  were 
so  situated  that  they  never  became  completely  emptied  ;  hence  the 
lower  part  of  the  calculi  were  constantly  immersed  in  muco-p\irulent 
urine.  The  contents  of  the  pouches  were  stagnant,  so  that  the  pus 
settled  to  their  bottoms  and  the  lower  parts  of  the  calculi  were 
therefore  bathed  in  fluid  containing  a  large  proportion  of  colloid, 
while  their  upper  parts  were  washed  by  almost  pure  urine.  What- 
ever the  sacculi  may  have  haxi  to  do  with  the  fracture  of  these 
calculi,  the  association  of  the  two  conditions  is  sufficiently  close 
to  induce  the  practical  lithotomist  to  be  on  his  guard  when  he  is 
called  upon  to  operate  on  a  case  of  spontaneously  fractured  calculi. 

October  15th,  1895. 
1  Rainey,  G.,  loc.  cit,  pp.  56—58. 
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9.   Case  of  congenital  deficiency  of  the  abdominal  muscles ,  with 
dilatation  and  hypertrophy  of  the  bladder  and  ureters. 

By  Leonard  Gitthrie,  M.D. 

HISTORY  OF  CASE. — A  male  infant,  aged  9  weeks,  was  admitted 
to  Paddington  Green  Children's  Hospital  on  January  20th, 
1896,  under  the  care  of  my  colleague  Dr.  Sydney  Phillips,  who  has 
kindly  permitted  me  to  record  the  case.  The  infant  was  bom  at  full 
term,  but  was  weakly  at  birth,  and  had  wasted  rapidly  since.  A 
peculiarity  about  the  abdomen  had  been  noticed  from  the  first,  and 
it  had  remained  imaltered  in  character.  The  child  was  extremely 
puny  and  emaciated.  It  was  pigeon-breasted,  and  the  costal  arch 
was  unusually  wide.  The  movements  of  the  chest  wall  in  respiration 
were  markedly  exaggerated.  The  action  of  the  diaphragm  seemed 
more  forcible  than  usual. 

Fio.  7. 


The  abdomen  was  generally  flaccid,  and  bulged  laterally  (Fig.  7). 
The  mid-line  corresponding  to  the  position  of  the  recti  was  marked 
by  a  large  number  of  deep  vertical  grooves  in  the  skin,  which  could 
not  be  smoothed  out  or  obHterated  by  lateral  stretching.  Concealed  at 
the  bottom  of  one  of  these  grooves  was  a  white  linear  cicatrix 
about  half  an  inch  in  length.     It  occupied  the  normal  ix)sition  of 
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the  umbilicus,  and  was  the  only  trace  left  of  that  orifice.  The 
mother  stated  that  the  cord  was  late  in  separating,  and  that  when  it 
fell  off  there  was  considerable  hsemorrhage,  which  the  doctor  had  to 
be  called  in  to  stop. 

Extending  from  the  level  of  the  pubes  to  that  of  the  umbilical 
scar  could  be  felt  a  smooth,  ovoid,  elastic  tumour  situated  within  the 
abdominal  cavity.  It  was  apparently  as  large  as  a  goose's  egg. 
Shortly  after  admission  the  child  passed  a  large  quantity  of  urine, 
after  which  it  was  thought  that  the  tumour  had  disappeared,  and  had 
been  merely  an  ordinarily  distended  bladder.  Some  fulness  could, 
however,  still  be  felt  below  the  level  of  the  tonbilicus,  but  this  waa 
thought  to  be  formed  by  the  substance  of  the  recti  muscles.  It  was 
subsequently  f  oimd,  however,  that  these  muscles  were  absent  in  this 
situation,  and  that  the  bladder  itseK  had  simulated  their  existence. 
Outside  the  area  in  the  mid-line,  marked  by  the  longitudinal 
grooves,  there  appeared  to  be  little  trace  of  the  abdominal  muscles. 
The  walls  were  excessively  thin  and  loose,  and  seemed  to  show  the 
convolutions  of  the  intestines  clearly  beneath  them. 

The  liver,  spleen,  and  kidneys  could  be  easily  palpated.  The  dia- 
phragm coidd  be  felt  to  descend  on  the  finger  placed  below  the  ribs. 
The  general  appearance  of  the  abdomen  is  well  shown  in  the  accom- 
panying drawing  (Fig.  8)  made  by  Mr.  G.  Lock,  house  surgeon  to  the 
hospital.  On  either  side,  slightly  above,  and  in  a  parallel  direction 
with  the  assimied  position  of  Poupart's  ligament,  coidd  be  felt  a 
somewhat  tense  bajid  beneath  the  abdominal  skin.  When  the  child 
was  placed  in  the  erect  position  the  abdominal  walls  with  their  con- 
tents bulged  above  this  band,  forming  a  kind  of  double  ventral 
hernia.  This  condition  is  not  shown  in  the  drawing,  which  was  taken 
whilst  the  child  was  lying  down  (Fig.  8). 

After  admission  the  child  continued  to  waste  rapidly,  and  it  died  on 
January  27th  of  exhaustion.  From  time  to  time  it  passed  large 
quantities  of  urine,  but  it  was  impossible  to  measure  the  amount. 
On  several  occasions  a  No.  1  catheter  was  introduced  without  diffi- 
cidty  into  the  bladder,  which  it  appeared  to  empty.  For  the  last 
few  days  of  life  there  was  considerable  opisthotonos,  but  no  convul- 
sions occurred. 

Autopsy  (thirty-six  hours  after  death). — ^Body  greatly  wasted; 
appearance  of  abdomen  as  diuing  life. 

The  longitudinal  grooves  or  wrinkles  in  the  mid-line  did  not  dis- 
appear, even  when  the  peritoneal  cavity  was  forcibly  distended  by 
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air  for  purposes  of  dissection.  On  removing  the  skin  the  coverings 
of  the  abdomen  were  found  to  be  almost  entirely  aponeurotic.  Of 
the  recti  only  the  upper  two  segments  as  far  as  the  second  linea 
transversa  showed  muscular  fibres.     Below  this  level  no  trace  of 

Fig.  8. 


A.  Site  of  ambilical  scar.    B.  Dilated  and  tortuous  ureters  resemblingr  coils 
of  intestines  beneath  the  abdominal  parietes. 

muscle  could  be  discerned.  The  costal  origins  of  the  obliqui  and 
transversalis  showed  muscular  structures  for  about  two  fingers' 
breadth  below  the  ribs.  Here  they  were  lost,  but  reappeared  in  the 
iliac  regions,  forming  the  tense  band  noticed  above  Poupart's  liga- 
ments during  life.  This  muscular  band  was  about  two  inches  in 
breadth,  and  on  careful  dissection  it  was  found  to  be  composed  of 
three  layers  corresponding  to  the  external  and  internal  obliqui  and 
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transversalis.  But  the  latter  two  muscles  only  existed  as  scattered 
and  extremely  thin  muscular  strands.  The  coverings  of  the  flanks 
were  destitute  of  muscle  until  the  latissimi  dorsi  were  reached. 
These  were  both  well  developed,  as  were  also  the  erectores  spin® 
and  other  muscles  of  the  back. 


Fig.  9. 


A.  Bladder.     B.  Umbilical  cicatrix  adherent  to  summit  of  bladder,    c.  Abscess 
cavity  in  right  kidney.    D.  Dilated  and  tortuous  ureters. 

The  quadratus  lumborum  on  each  side  was  normal  in  origin  and 
insertion,  but  extremely  small  and  rudimentary.  The  muscles  of 
the  thorax  and  extremities  were  fairly  well  developed. 

Urinary  organs. — On  opening  the  abdominal  cavity  the  bladder 
was  found  high  up,  with  its  apex  so  closely  adherent  to  the  inner 
surface  of  the  scar  which  marked  the  site  of  the  umbilicus,  that 
it  could  not  be  removed  without  the  scar  and  adjoining  portions  of 
the  abdominal  skin.     It  was  not  adherent  to  the  abdominal  wall 
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below  tliis  level.  Its  walls  were  from  one  quarter  to  half  an  inch  in 
thickness ;  its  cavity  was  dilated  to  the  size  of  a  hen's  egg.  It  con- 
tained two  or  three  ounces  of  slightly  turbid  urine,  and  when 
emptied  was  as  large  as  a  goose's  egg.  The  mucous  surface  was 
studded  with  small  petechise,  and  was  generally  congested  and 
inflamed.  Between  the  summit  of  the  bladder  and  the  imibilicus 
externally  there  was  no  trace  of  the  urachus,  but  the  site  of  the  latter, 
inside  the  bladder,  was  marked  by  a  slight  dimple  or  depression. 

The  right  hypogastric  artery  was  very  large  and  tortuous,  and 
pervious  throughout  the  greater  portion  of  its  extent.  This  may 
have  accounted  for  the  haemorrhage  which  occurred  on  separation  of 
the  cord. 

The  ureters  were  dilated  to  the  size  of  the  small  intestines  of  an 
adult.  They  were  remarkably  tortuous.  Each  of  them  was  folded 
on  itself  about  halfway  down,  the  contiguous  surfaces  of  the  folds 
being  firmly  adherent.  They  exactly  resembled  after  death,  and  at 
first  were  taken  to  be,  portions  of  distended  small  intestine,  as  they 
were  thought  to  be  when  seen  through  the  weakened  abdominal  walls 
during  life.  The  orifices  of  the  ureters  into  the  bladder  admitted  a 
blow-pipe  with  ease,  and  the  ureters  were  not  obstructed  elsewhere. 
There  was  no  stricture  of  the  urethra,  and  no  phimosis. 

The  kidneys  were  not  enlarged,  and  appeared  normal  externally, 
but  on  section  they  were  found  to  be  much  inflamed.  They  showed 
scattered  patches  of  piuple  congestion  amongst  the  pyramids,  with 
here  and  there  beads  of  pus.  The  right  was  more  affected  than  the 
left,  and  contained  a  ragged  pe^sized  abscess  in  its  lower  extremity. 
The  left  pelvis  was  more  distended  than  the  right,  but  not  apparently 
inflamed  (see  Fig.  9). 

Liver  and  spleen  normal,  but  freely  moveable.  Intestines,  heart, 
and  lungs  normal.  No  Meckel's  diverticidum.  Diaphragm  well 
developed. 

Remarks. — Oases  of  congenital  deficiency  of  the  pectorales,  stemo- 
mastoidei,  and  some  other  muscles  are  not  rare,  but  with  the 
exception  of  Mr.  E.  W.  Parker's  case  described  in  the  *  Transactions* 
of  the  Clinical  Society  (vol.  xxviii,  p.  201)  I  have  not  been  able  to 
discover  another  instance  in  which  absence  of  the  abdominal  muscles 
has  been  recorded. 

Mr.  Parker's  case  strongly  resembles  the  present.  In  both  of 
them  there  was  deficiency  of  similar  muscles.^    In  both  cases  there 

^  Mr.     Parker    iuformt    me    that    on    microscopical    examination    of    the 
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was  a  liypertropliied  bladder  occupying  the  foetal  position  high  up 
in  the  abdomen;  and  in  both  there  was  great  dilatation  of  the 
ureters  without  obstruction  of  their  orifices  into  the  bladder,  and. 
without  stricture  of  the  urethra  or  phimosis.  In  Mr.  Parker's  case 
the  bladder  was  closely  attached  to  the  wall  of  the  rectum  at  the 
apex  of  the  trigone.  In  my  own  case  the  summit  of  the  bladder 
was  firmly  adherent  to  the  umbilical  scar. 

The  association  in  two  cases  of  deficiency  of  the  abdominal  muscles 
with  a  hypertrophied  bladder  occupying  the  foetal  or  abdominal 
position,  and  accompanied  by  dilatation  of  the  ureters,  cannot  be  a 
mere  coincidence.  The  muscular  deficiency  of  the  abdominal  wall 
and  the  high  position  of  the  bladder  are  alike  dependent  on  arrest 
of  development  during  intra-uterine  life.^  But  the  hypertrophy  of 
the  bladder  and  dilatation  of  the  ureters  are  purely  secondary  and 
morbid  conditions. 

In  my  own  case  the  bladder,  being  firmly  connected  with  the 
umbilical  cicatrix,  has  been  imable  to  contract  downwards  and  thus 
to  empty  itself  completely.  In  its  efforts  to  do  so  it  has  become 
hypertrophied  and  dilated ;  urine  has  accumulated,  causing  backward 
pressure  in  the  ureters,  and  has  led  to  their  dilatation.  There  is  no 
obstruction  to  the  outlet  of  the  bladder  which  would  otherwise 
accoimt  for  the  condition. 

In  Mr.  Parker's  case  no  mention  is  made  of  the  urachus,  but 
since  the  bladder  was  placed  high  up  in  the  abdomen,  as  in  my  case, 
the  probability  is  that  in  his  also  there  was  shortening  of  the  urachus, 
and  thus  the  same  sequence  of  events  occurred.  The  adhesion  of 
the  bladder  to  the  rectiun  at  the  site  of  the  trigone  may  also  have 
contributed  towards  this  difl&culty  in  complete  evacuation. 

The  longitudinal  wrinkles  present  in  my  case  in  the  mid-abdo> 
minal  lines  may  have  been  produced  by  the  constant  traction  of  the 
bladder  upon  these  parts  in  its  effort  at  evacuation.  It  was  thought 
during  life  that  they  might  have  been  due  to  subsequent  contrac- 
tion of  the  skin  after  distension  produced  by  ascites  in  utero,  or 
hydronephrosis ;  but  the  necropsy  revealed  no  signs  of  disease  such 

abdominal  walls  in  his  case,  do  trace  of  muscular  structure  was  found  at  the 
sites  where  it  was  apparently  absent,  thus  proving  that  the  muscles  were 
actually  not  developed,  and  not  merely  atrophied. 

^  "  In  the  foetus  the  bladder  is  placed  on  the  anterior  wall  of  the  abdomeQ, 
and  it  is  not  until  the  pelvic  cavity  develops  that  the  organ  sinks  from  ita 
earlier  place "  (Macalister's  'Anatomy,*  p.  885). 
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as  would  have  produced  intra-uterine  ascites,  and  there  was  no 
hydronephrosis.^ 

I  have  to  express  mj  thanks  to  Mr.  G.  Lock  for  his  excellent 
drawings  of  the  case,  and  also  to  Mr.  Stroud  Hosford,  senior  house 
surgeon  at  the  North-West  London  Hospital,  for  valuable  assistance 
in  the  dissection.  February  Aihy  1896. 


10.  Case  of  iymph'scrotum. 

By  Johnson  Smith. 

[With  Plate  m.] 


HISTORY. — ^An  ordinary  seaman,  aged  21,  was  admitted  into  the 
Seamen's  Hospital,  Greenwich,  on  April  7th,  1896,  with 
inguinal  swellings,  and  enlargement  and  tenderness  of  the  scrotum. 
The  patient  was  bom  in  London,  his  parents  were  both  English, 
and  he  was  taken  abroad  at  the  age  of  twelve  months.  He  first 
lived  in  Antigua  for  three  years,  then  for  the  next  eight  years  in 
Trinidad.  When  twelve  years  old  he  went  to  sea,  and  has  followed 
the  calling  of  a  seaman  up  to  the  time  of  his  admission.  He  has 
noticed  slight  swellings  in  the  groins  since  childhood.  During  the 
past  five  years  these  have  increased  rather  rapidly  in  size,  and  for 
some  months  have  caused  much  pain  and  inconvenience.  Since 
1892  he  has  been  troubled  during  the  hot  months  of  each  year 
(July  and  August)  by  an  irritating  discharge  of  yellow  fluid  from 
the  surface  of  the  scrotum. 

At  the  time  of  his  admission,  though  not  a  weU-developed  or  very 
muscular  man,  he  seemed  to  be  in  good  general  health.     He  com- 

*  Dr.  Dawson  Williams  (*  Trans.  Path.  Soc.,'  vol.  xxzix,  p.  152)  has  described 
as  "congenital  hydronephrosis"  a  case  which  may  have  some  bearing  on 
these.  His  patient,  a  boy  aged  6i  years,  was  admitted  to  hospital  with 
symptoms  of  ursemia.  He  died  some  weeks  later,  and  after  death  the  bladder 
was  found  to  be  greatly  dilated  and  hypertrophied,  and  the  ureters  were 
dilated  to  the  size  of  the  ileum.  The  kidneys  were  enlarged,  and  their 
pelves  presented  the  appearance  of  haying  been  much  distended.  There  was 
no  obstruction  to  the  outlet  of  the  bladder  or  to  the  inlet  of  the  ureters  into 
the  bladder.    No  mention  is  made  of  the  urachus. 
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plained  much  of  a  dull  pain  in  each  groin,  and  of  tenderness  of  the 
testes  and  scrotum.  When  standing  up  he  presented  in  each  groin 
a  prominent  swelling  which  was  very  soft  and  compressible,  and  felt 
like  a  large  vascular  growth  (Plate  HI).  That  on  the  right  side  was 
the  more  prominent  one,  whilst  that  on  the  left  covered  a  larger  area, 
spreading  over  the  saphenous  opening.  Each  of  these  swellings  dis- 
appeared almost  entirely  after  the  patient  had  rested  on  his  back 
for  a  short  time,  but  returned  at  once  when  he  stood  up,  and  then 
soon  enlarged  to  such  an  extent  as  to  cause  much  imeasiness  and  a 
painful  sensation  of  fulness.  There  was  no  marked  impulse  on 
coughing.  The  scrotimi  was  much  swollen,  the  right  half  being 
larger  and  more  pendulous  than  the  left.  The  epidermis  was  rough 
and  thickened,  but  not  nodulated.  The  cord  on  each  side  was  much 
swollen,  and  both  testes  were  also  slightly  enlarged.  There  was 
extreme  tenderness  of  the  surface  of  the  scrotum,  and  much  pain 
was  caused  by  even  slight  compression  of  the  testes  and  cord. 

On  microscopical  examination  of  the  blood,  living  and  very  active 
specimens  of  filaria  were  almost  invariably  found  in  drops  taken 
after  6  p.m.  The  blood  taken  by  pimcture  in  the  daytime  seemed 
to  be  quite  free,  but  in  small  quantities  taken  from  spurting  arteries 
during  an  operation  for  the  removal  of  one  of  the  inguinal  swellings 
and  a  portion  of  the  scrotum  on  the  afternoon  of  April  28th,  some 
few  of  the  embryo  worms  were  foimd  in  a  living  state. 

May  19tk,  1896. 


11.  Diffuse  interstitial  syphilitic  orchitis. 
By  H.  Bbtham  Eobinson,  M.S. 

THB  child  from  whom  the  specimen  was  taken,  was  brought  to  me 
at  the  Children's  Hospital,  Shadwell,  on  May  1st,  1894,  aged 
10  weeks.  He  was  said  to  have  snufied  at  birth,  and  his  scrotum 
was  then  enlarged.  At  five  weeks  a  rash  over  the  buttocks  was 
noticed,  which  afterwards  came  on  the  hands  and  feet. 

On  examination  he  had  a  very  marked  *'  old  man "  appearance, 
with  skin  shrivelled  and  wasting.  There  was  fissuring  at  the  angles 
of  the  mouth   and  sores  about  the  face  and  buttocks.    He  had  a 
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DESCRIPTION  OF  PLATE  III. 

Illustrating  Mr.  Johnson  Smith's  paper  on  "  A  Case  of  Lymph- 
scrotum."     (Page  145.) 

It  represents  a  lobulated  swelling  in  each  groin,  and  considerable  enlargement 
of  the  scrotum. 

From  a  photograph. 
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hydrocele  on  the  right  side,  and  both  testes  were  of  stony  hardness, 
enlarged  but  quite  smooth. 

He  was  one  of  seven  children,  six  of  whom  were  dead ;  five  of 
these  were  said  to  have  died  of  teething,  and  one  from  diphtheria. 
They  all  snufied.     The  mother  had  had  one  miscarriage. 

During  the  month  he  did  not  improve ;  there  was  more  wasting, 
and  the  ulceration  round  the  mouth  had  increased.  His  soles  and 
pahns  were  peeling.  His  testicles  were  about  the  same  in  size.  He 
was  admitted  into  the  hospital  on  Jime  5th,  and  improved  consider- 
ably for  a  time  under  mercurial  treatment.  In  the  middle  of  Jidy 
he  had  a  severe  attack  of  diarrhoea,  to  which  he  succumbed. 

The  testicles,  on  removal,  proved  to  be  both  uniformly  enlarged, 
smooth  on  the  surface,  and  much  firmer  than  normal.  There  was 
some  fluid  in  both  vaginal  sacs. 

Histologically  there  is  very  marked  thickening  of  the  tunica 
albuginea  and  of  the  septa.  Instead  of  the  loose  areolar  structure 
usually  seen  surrounding  the  tubes,  we  have  a  diffuse  cellidar 
infiltration  arranged  generally  in  circles  around  the  tubes.  In  some 
places  this  may  be  seen  to  have  developed  into  1a,niiniB  of  firm 
fibrous  tissue,  with  almost  complete  dwindling  of  the  glandular 
structure  from  compression.  The  vessels  are  in  parts  abnormally 
enlarged.  In  the  epididymis  the  same  change  is  to  be  seen ;  the 
increase  of  fibrous  tissue  is  even  more  developed  than  in  the  testis. 
The  change  is  evidently  one  of  a  diffuse  fibrosis  throughout  the 
gland  and  epididymis. 

The  above  described  condition,  to  which  attention  was  first  drawn 
by  Virchow,  seems  in  this  case  to  be  occurring  very  early.  Dr.  Wilks  ^ 
brought  a  similar  case  before  this  Society  in  1865,  in  which  the 
disease  was  present  in  a  child  of  five  months,  who  ultimately 
recovered.  This  interstitial  form  has  been  of  late  years  observed 
frequently  in  older  children.  As  recovery  is  usual,  I  have  taken  the 
opportunity  afforded  by  this  fatal  case  of  showing  imdoubted  speci- 
mens to  the  Society.  March  8r{i,  1896. 

*  *  Trans.  Path.  Soc.,'  vol.  xvi,  p.  189. 
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12.  A  dermoid  tumour  of  the  testis. 
By  J.  Jackson  Claeke,  M.B. 

THE  description  I  have  given  in  the  Catalogue  of  St.  Mair's 
Hospital  Museum  of  the  specimen  to  which  the  following 
remarks  relate  is  as  follows  : 

"  A  right  testis  containing  a  dermoid  cyst,  which  is  everywhere- 
surrounded  by  the  tunica  albuginea.  The  interior  of  the  cyst  is 
occupied  by  a  central  projection,  which  is  attached  by  a  broad  pedicle 
in  which  are  some  small  cystic  spaces.  The  tumour  is  about  the 
size  of  the  adtdt  testis.  Examined  with  the  microscope,  the  tunica 
albuginea  stretched  over  the  testis  was  foimd  to  be  normal  iA  its 
structure.  The  wall  of  the  cyst  consists  of  dermal  elements,  and  the 
intra-cystic  projection  is  covered  by  skin  containing  hair-foUicles, 
sebaceous  and  sweat  glands.  The  cystic  structiires  at  the  attach- 
ment of  the  intra-cystic  projection  appear  to  be  remains  of  the 
epididymis.  No  remains  of  the  tubules  of  the  testis  could  be 
found  in  the  loose  tissue  which  occupies  the  space  between  the  tunica 
albuginea  and  the  wall  of  the  dermoid."  The  specimen  was  pre- 
sented to  the  museum  by  Surgeon-General  Giles,  who  removed  it  in 
India  from  a  child  aged  one  year. 

JRemarJce. — A  specimen  which  appears  to  have  resembled  this  is 
described  in  the  *  Trans.  Path.  Soc.,'  1887,  vol.  xxxviii,  p.  224,  by 
D'Arcy  Power.  "  The  timiour  was  everywhere  enclosed  by  the  tunica 
vaginalis."  In  English  surgical  literature,  Jacobson,^  speaking  of 
the  more  complicated  forms  of  dermoid  timiours,  writes :  "  The 
cyst  appears  often  to  be  outside  the  testicle  itself,  adhering  to 
the  tunica  vaginalis  near  the  junction  of  the  testicle  and  epididy- 
mis. But  though  apparently  separated,  the  connection  between  the 
cyst  and  the  testicle  is  usually,  in  reality,  close  and  intimate."  This 
would  apply  to  dermoids  differing  slightly  in  their  relations  from 
that  described  by  D'Arcy  Power  and  from  the  present  specimen. 

Lannelongue  and  Achard  (*  Kystes  Congenitaux,'   1886,  p.  41) 

appear  to  consider  scrotal  dermoids  in  the  male  to  be  homologous 

with  those  of  the  ovary  in    the  female.      They    have   written : 

**  Though  these  tumours  almost  always  appear  to  be  independent  of 

*  *  Diseases  of  Male  Generative  Organs,*  1893,  p.  429. 
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the  parenchyma  of  the  testis,  they  have,  in  most  instances  at  least, 
intimate  relations  with  this  gland.  In  the  majority  of  cases  when 
these  relations  are  definite,  the  tumour  is  found  to  lie  between  the 
tunica  vaginalis  and  the  testis,  to  which  the  cyst  is  attached  by 
more  or  less  loose  connective  tissue.  Occasionally  the  tumour  is 
attached  to  the  integuments;  but  in  that  case  the  adherence  is 
explicable  as  the  result  of  inflammation,  suppuration,  and  the  forma- 
tion of  fistulae."  In  support  of  this  view  they  quote  Velpeau  and 
Boeckel.  The  same  authors, in  their  "Index  bibliographique"  (ibid., 
p.  249),  give  a  list  of  twenty-three  cases  of  scrotal  dermoids  published 
between  the  years  1679  and  1884.  In  the  majority  of  the  cases  cited, 
cartilage  and  bone  appear  to  have  been  encoimtered.  The  more 
ancient  observers  saw  in  the  osseous  parts  of  these  tumours  definite 
parts  of  the  skeleton,  such  as  ribs,  orbits,  femora,  &c.  Nerve-fibres 
and  ganglia  have  been  described  in  more  recent  cases. 

In  discussing  the  pathogenesis  of  ovarian  dermoids  ('  Diplogenese 
par  Inclusion'),  Lannelongue  and  Achard  (ibid.,  p.  127),  adopting  the 
view  of  Is.  Qeoffroy  St.  Hilaire  (1850)  (the  inclusion  theory),  write: 
"  An  accident  of  development  determines  the  inclusion  of  part  of 
the  epiblast  in  the  rudiment  of  the  Wolffian  bodies,  whilst  the  latter 
are  still  dose  to  the  ectoderm,  that  is  in  the  early  period  of  embryonic 
life.  With  some  of  the  component  elements  of  other  parts  of  the 
embryo,  for  instance,  some  of  the  protovertebrse,  or  even  some  of 
the  hypoblast,  may  be  involved  with  the  epiblastic  tissue  in  the 
inclusion  within  the  Wolffian  body,  since  the  parts  are  still  rudi- 
mentary and  packed  within  a  small  space,  so  that  th€^  are  moie 
likely  to  be  involved  simidtaneously  in  the  same  error  of  develop- 
ment." This  applies  only  to  complex  dermoids.  Is.  Gkoffroy 
St.  Hilaire  admitted  the  possibility  of  superficial  origin  of  some 
kinds  of  dermoids. 

The  authors  recognise  that  such  arguments  are  merely  hypo- 
thetical. The  scrotal  tumours  were  regarded  by  some  (Cruveilhier, 
Igokalski,  Pign6)  as  always  of  subcutaneous  origin,  whilst  others 
regarded  them  as  arising  within  the  testis,  and  descending  with  the 
latter  from  the  abdomen  into  the  scrotum.  Others,  again,  thought 
both  modes  of  origin  obtained  in  different  cases.  Lannelongue  and 
Achard  consider  it  probable  that  all  scrotal  dermoids  are  homologous 
in  their  origin  with  those  of  the  ovary,  and  they  base  this  opinion 
chiefly  on  two  cases :  first,  that  of  Prochaska,  in  which  a  dermoid 
was  found  in  connection  with  an  ectopic  testis  ;  and,  secondly,  that 
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of  Panu,  who  found  in  an  animal  an  abdominal  testis  containing  a 
dermoid  tumour. 

Bland  Sutton  (*  Tumours,'  1893,  p.  382)  inclines  to  the  opposite 
view,  recalling  that  of  Lebert  in  1852  (see  Lannelongue,  ibid.,  p.  98.) 
"  There  are  a  good  many  reasons  for  believing  that  the  majority 
of  dermoids  reported  as  arising  in  the  testicles  were  really  scrotal  in 
origin.*'  Sutton  appears  to  refer  ovarian  dermoids  to  the  Graafian 
follicles  as  the  place  of  their  origin,  explaining  the  dermal  structures 
by  a  transmutation  of  mucous  membrane  into  skin. 

In  the  specimen  which  I  have  described  above,  the  timiour  lies 
entirely  within  the  tunica  albuginea,  and  so  must  be  r^arded  as 
homologous  with  an  ovarian  dermoid,  whatever  the  real  origin  of 
the  latter  may  be.  It  is  the  only  specimen  that  has  come  under  my 
observation,  and  in  so  far  supports  the  view  expressed  by  D'Arcy 
Power  to  the  effect  that  scrotal  dermoids  are  rare  (*  Trans.  Path. 
Soc.,*  1887,  vol.  xxxviii,  p.  224).  November  6th,  1895. 


13.  Malignant  tumour  of  the  spermatic  cord  {carcinoma  ?), 
By  John  H.  Moboan. 

THE  tumour  was  removed  by  operation  from  a  man  aged  39. 
Previously  healthy,  he  first  observed  the  swelling  ten  weeks 
before  admission,  subsequent  to  a  strain  due  to  slipping  on  a  piece 
of  orange  peel,  which  caused  some  pain  in  the  hip  and  back. 

At  first  no  pain  was  noticed  in  the  swelling,  but  subsequently 
there  was  a  small  amoimt  after  long  standing. 

On  admission  to  Charing  Cross  Hospital  there  was  a  large  swelling 
in  the  left  inguinal  region,  parallel  with  Poupart's  ligament,  lying 
above  and  internal  to  it,  and  approaching  the  mid-line.  It  was 
wider  above  than  below,  and  about  2^  inches  broad  at  its  centre. 
Its  length  was  about  5  inches,  extending  about  1^  inches  above  the 
middle  of  Poupart's  ligament,  and  projecting  below  about  1  inch 
outside  the  external  abdominal  ring  downwards  into  the  scrotum. 
This  lower  end  was  very  clearly  defined,  projecting  like  the 
terminal  phalanx  of  an  index  finger,  and  free  from  attachments. 
The  upper  end  was  also  sharply  defined,  but  wider  and  deeply 
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attached.  The  lunits  on  the  outer  and  inner  margins  were  also 
definite.  There  was  no  redness  or  heat,  and  the  sMn  over  it  was 
normal  and  freely  moveable.  The  tumour  was  exceedingly  hard, 
giving  the  idea  of  an  enchondroma.  Palpation  gave  no  pain,  and 
no  fluctiiation  could  be  detected.  When  the  spermatic  cord  was 
pulled  upon,  the  tumour  moved  to  a  small  extent. 

The  left  spermatic  cord  was  normal  at  its  lower  part,  below  the 
tumour,  and  the  left  testis  was  more  flabby  than  its  fellow. 

Neither  before  nor  after  the  appearance  of  the  tumour  had  the 
patient  any  trouble  with  his  urine  or  bowels. 

The  tumour,  together  with  the  testis,  was  removed  by  an  incision 
over  the  inguinal  canal,  and  prolonged  into  the  scrotimi.  The  external 
oblique  was  cut  through,  and  the  tumotir  exposed.  It  was  attached 
to  the  spermatic  cord,  which  was  ligatured  and  divided  at  a  point 
which  appeared  free  from  disease.  A  portion  of  the  external 
oblique  which  was  adherent  to  the  growth  was  removed  with  it. 
No  glandular  involvement  could  be  detected. 

The  patient  recovered,  and  left  the  hospital  at  the  end  of  a 
month  with  the  wound  closed. 

Dr.  Hunter  reports  that  attached  to  the  spermatic  cord  in  front 
is  a  sausage-shaped  tumour,  measuring  4  inches  in  its  long  diameter 
and  H  inches  through  its  upper  end,  where  it  lay  within  the  in- 
guinal canal.  The  part  in  the  scrotimi  is  rounded  and  smooth 
lower  down,  where  it  was  free.  The  mass  is  firm  in  consistence,  and 
presents  on  section  a  spongy  appearance.  At  the  upper  part  the 
spermatic  cord  occupies  a  groove  in  the  posterior  aspect  of  the 
tumour.  Lower  down  it  blends  with  the  more  rounded  mass  of  the 
tumour.  The  growth  affects  only  the  portion  of  cord  containing 
the  blood-vessels.  The  vas  deferens,  although  running  in  a  deep 
groove  at  the  back  of  the  timiour,  is  found,  on  dissection,  to  be  only 
embedded  in  it.  The  testis  and  epididymis  are  not  affected. 
Microscopically,  the  timiour  is  foimd  to  be  a  spheroidal-celled 
cancer,  the  cells  occupying  the  meshes  of  a  trabecular  network. 
The  thickening  of  the  cord  is  due  to  extensive  infiltration  of 
lymphatics  with  cancer  cells. 

The  tumour  appears  to  have  arisen  somewhere  within  the  inguinal 
canal,  and  to  have  extended  downwards  along  the  cord,  affecting  the 
latter  secondarily. 

Bemarhs, — In  the  *  Transactions '  of  the  Society  there  are  only  two 
cases  of  tumoiu^  arising  from  the  cord  of  an  adult  recorded,  and 
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neither  has  a  dose  analogy  to  the  one  presented  this  evening.  One 
was  exhibited  by  Mr.  Pepper,  from  a  man  aged  seventy-five,  which 
had  been  observed  for  ten  months,  and  had  arisen  in  the  near 
proximity  of  the  testis,  but  had  not  apparently  sprung  from  it  or 
from  the  cord,  which  were  both  readily  separable  from  it.  The 
microscope  showed  it  to  be  a  sarcoma  with  some  admixture  of 
cartilage  cells.  The  second  specimen  was  shown  by  Mr.  Mansell 
Moullin,  and  was  a  spindle-celled  sarcoma  of  rapid  growth  removed 
from  a  patient  aged  thirty-two,  but  its  exact  origin  was  not  described. 
A  specimen  of  myxo-fibroma  from  a  healthy  man  of  forty-five,  which 
had  been  observed  for  three  months  only,  was  exhibited  by  Mr. 
Gtay.  Beyond  these,  and  two  specimens  in  the  Museum  of  the 
Eoyal  College  of  Surgeons,  in  each  of  which  the  testis  is  unaffected, 
and  one  described  by  Mr.  Spence,  of  Edinbtirgh,  I  can  find  no 
record  of  any  specimens  which  at  all  resemble  that  now  exhibited 
to  the  Society.  March  3rd,  1896. 

Report  of  the  Morbid  Chrovjths  Committee  on  Mr.  Morgan's  specimen 
of  malignant  tumour  of  the  spermatic  cord. — We  are  of  opinion  that 
this  tumoar  has  the  structure  of  a  carcinoma.  The  individual  (^mcer 
cells  are  large  and  polyhedral,  but  the  growth  is  not  a  columnar- 
celled  carcinoma,  such  as  might  have  originated  from  a  vas  aberrans. 
We  can  merely  suggest  that  it  is  an  endothelioma  arising  in  con- 
nection with  the  peritoneum. 

W.  G.  Spencee. 

J.  H.  Taegett. 

S.  G.  Shattock  (Chairman). 


14.  Case  of  glandular  enlargement  of  the  prostate ;    excision  of 
both  testicles  eight  months  before  death. 

By  N.  Davies-Colley. 

The  patient  from  whom  this  specimen  was  taken  was  a  man  aged 
73,  who  was  admitted  into  Guy's  Hospital  under  my  care  in 
October,  1895. 
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He  had  suffered  from  frequency  and  occasional  difficulty  of 
micturition  for  four  years.  In  July,  1894,  he  had  been  for  a  short 
time  in  the  hospital  with  retention  of  urine  from  enlargement  of 
the  prostate.  This  was  relieved  by  catheterisation,  and  the  cystitis 
from  which  he  was  then  suffering  was  also  considerably  diminished. 

In  the  March  of  last  year  he  again  suffered  from  difficulty  of 
micturition,  and  he  had  to  come  in  a  second  time  with  acute  reten- 
tion. The  bladder  was  aspirated  by  a  supra-pubic  pimcture,  and  the 
next  day  I  introduced  a  catheter  imder  chloroform.  The  urine  was 
alkaline,  and  contained  phosphatic  deposit.  The  condition  of  his 
bladder  improved  imder  treatment,  but  his  rest  was  continually 
broken  by  the  necessity  of  micturating  eight  or  nine  times  in  the 
night. 

On  April  16th,  1895,  both  testicles  were  removed.  At  the  same 
time  I  examined  the  prostate,  which  I  estimated  to  be  2^  inches 
broad,  and  2  inches  from  above  downwards,  that  is,  in  the  line  of 
the  prostatic  urethra.  The  projection  into  the  rectimi  I  set  down 
as  an  inch  in  elevation.  The  swelling  was  firm  and  smooth  like  an 
orange,  and  I  could  not  say  that  any  portion  was  enlarged  more 
than  the  rest. 

Healing  took  place  rapidly.  Two  days  after  the  operation  he 
was  quite  comfortable,  and  had  only  needed  to  pass  water  three 
times  during  the  previous  night.  A  month  after  the  operation  he 
was  dischai^ed.  He  was  then  free  from  cystitis,  and  was  able  to 
pass  his  water  without  difficulty.  Per  rectum,  however,  I  could 
detect  little  if  any  improvement  in  the  condition  of  the  prostate. 
A  month  later  the  frequency  of  micturition  and  some  cystitis 
had  reappeared.  When  he  was  again  admitted  imder  me  in 
October,  he  complained  that  he  had  to  pass  water  nine  or  ten  times 
every  night.  I  found  four  ounces  of  clear  residual  urine  in  his 
bladder.  The  prostate  was,  as  far  as  I  could  judge,  in  the  same 
state  as  before.  He  could  not  bear  the  daily  introduction  of  instru- 
ments, so  a  gum-elastic  catheter  was  tied  in.  This  gave  him  for 
some  time  great  relief.  He  then  began  to  suffer  from  fever  and 
bronchitis,  and  finally  sank  on  December  20th,  1895.  His  death 
was  found  to  be  due  to  extensive  pyelonephritis. 

The  bladder  was  small  and  thick- walled,  its  mucous  membrane 
being  acutely  inflamed.  The  prostate  was  firm  and  smooth  extern- 
ally, measuring  2|  inches  in  breadth  by  2  inches  in  depth  and  from 
before  backwards.    The  enlargement  was  chiefly  due  to  hypertrophy 
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of  the  right  lobe,  which,  besides  forming  a  considerable  diffused  pro- 
jection into  the  bladder,  had  pushed  the  prostatic  urethra  to  the  left. 

The  verumontanum  could  hardly  be  made  out,  and  the  openings 
of  the  ejaculatory  ducts  were  not  Tisible.  There  was  no  stricture 
of  the  urethra. 

I  am  indebted  to  Mr.  Targett  for  the  following  account  of  the 
microscopic  examination  of  sections  taken  from  "  widely  different 
parts  of  the  prostatic  tumour." 

"  Both  pieces  show  a  considerable  amount  of  glandular  tissue,  the 
acini  of  which  are  distended  with  shed  epitheliimi.  Some  of  the 
ducts  are  obviously  dilated.  The  hypertrophy,  therefore,  is  largely 
adenomatous." 

Remarks. — The  chief  interest  of  the  case  lies  in  the  absence  of 
any  change  in  the  size  of  the  prostate  during  the  eight  months 
which  followed  castration. 

The  measurements  made  post  mortem  are  the  same  as  those  which 
I  wrote  down  on  the  day  of  the  operation.  At  the  same  time  it  is 
interesting  to  observe  that  for  a  time  the  patient's  condition  was 
considerably  improved  by  the  removal  of  his  testicles. 

February  4th,  1896. 


15.  Carcinoma  of  the  prostate,   {Card  specimen,) 
By  R.  G.  Hebb,  M.D. 

THE  specimen  came  from  a  man  aged  55,  the  principal  sj-mptoms 
being  difficult  and  painful  micturition.  The  prostate  is  scarcely 
if  at  all,  enlarged,  and  though  harder  than  normal,  it  is  not  markedly 
indurated.  There  is  hypertrophy  of  the  bladder,  and  cystitis,  with 
a  patch  of  sloughing. 

There  are  no  extensions  of  the  growth,  and  no  metastatic  deposits. 

Microscopically  the  prostatic  tissue  is  infiltrated  with  cubical  or 
stumpy  epithelioid  cells.  The  cell  nucleus  is  large,  and  the  cyto- 
plasm tenuous.     There  are  no  degenerative  appearances. 

In  many  places  there  is  a  distinctly  gland-like  arrangement  of  the 
neoplastic  cells.  April  21«*,  1896. 
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16.  Diverticula  of  the  bladder,  associated  with  vesical  growths, 
Bj  J.  H.  Tabgett,  M.S. 
[With  Plates  IV,  V,  VI.] 

THE  object  of  this  paper  is  to  describe  a  remarkable  series  of  cystic 
tumours  of  the  urinary  bladder,  associated  with  or  dependent 
upon  the  presence  of  malignant  and  other  forms  of  new  growth  in 
that  Tiscus.  Three  specimens  will  be  described  in  detail,  and  notes 
of  other  preparations  preserved  in  the  London  museums  will  be 
added.  The  probable  explanation  of  these  different  forms  of  cystic 
tumour  must  then  be  attempted,  and  their  pathological  bearings 
disciissed. 

Case  1  (Preparation  in  Guy's  Hospital  Muse\mi). — ^A  man,  aged 
63,  was  admitted  to  a  hospital  for  hsematuria.  He  had  always 
enjoyed  good  health  until  the  onset  of  his  present  illness,  though 
he  had  been  troubled  with  a  double  inguinal  hernia  for  the  last  ten 
years.  Four  months  before  admission  he  began  to  pass  blood  at 
intervals,  and  continued  to  do  so  until  he  came  under  observation. 
There  was  occasional  pain,  especially  before  micturition. 

On  admission, — ^The  urine  was  of  a  smoky  red  colour,  with  an 
abundant  deposit  consisting  of  blood-clots  and  pus.  Eeaction 
neutral;  no  sugar;  albumen  in  large  quantity  (14  grammes  to 
the  litre).  Under  the  microscope  blood  and  pus  cells  were  seen  in 
abimdance,  also  triple  phosphate  crystals,  but  no  particles  of  growth. 

Ihiring  micturition  it  was  noted  that  the  patient  first  passed  urine 
tinged  with  blood,  then  one  or  two  blood-clots,  and  finally  clear  urine, 
or  urine  mingled  with  pus.  The  pain  amounted  to  an  aching  in 
the  hypogastric  region  when  the  bladder  was  full,  which  was  relieved 
by  micturition  ;  and  there  was  usually  a  sharp  pain  at  the  cessation 
of  the  flow.  Abdominal  palpation  revealed  a  swelling  above  the 
pubes  to  the  left  of  the  middle  line,  which  extended  upwards  nearly 
halfway  to  the  umbilicus.  Both  lobes  of  the  prostate  were  enlarged. 
Nothing  abnormal  was  detected  by  sounding. 

On  the  third  morning,  as  the  patient  was  passing  almost  pure 


Digitized  by 


Google 


156  GENITO-URINARY   ORGANS. 

blood,  an  unsuccessful  attempt  was  made  to  wash  out  the  bladder. 
The  following  day  he  died  quite  suddenly,  while  conversing  with  his 
friends. 

Post-mortem  examination, — When  the  abdomen  was  opened,  some 
old  adhesions  were  observed  between  some  of  the  coils  of  the  small 
intestine ;  the  large  sacs  of  the  inguinal  hemisB  were  empty  on  each 
side.  Occupying  the  position  of  the  bladder  was  a  somewhat  bilobed 
mass,  the  left  lobe  of  which  extended  about  3  inches  above  the 
level  of  the  symphysis  pubis,  while  the  top  of  the  right  lobe  was 
slightly  below  that  line.  It  was  afterwards  shown  that  the  latter 
represented  the  true  vesical  cavity,  and  the  left  lobe  was  formed  of 
a  large  cyst,  commimicating  with  the  bladder.  In  the  Une  of  con- 
striction, which  gave  an  hour-glass  appearance  to  the  outline  of  the 
viscus,  a  new  growth  was  situated  involving  the  lower  end  of  the 
left  ureter. 

The  right  kidney  was  enlarged,  and  presented  lines  and  foci  of 
suppuration  in  the  cortical  substance ;  the  pelvis  and  ureter  were 
markedly  injected,  but  not  dilated.  Subsequent  dissection  showed 
that  the  right  ureter  opened  freely  into  the  bladder.  The  left 
"kidney  was  smaller  than  its  fellow,  yet  its  pelvis  was  considerably 
enlarged,  and  the  corresponding  ureter  was  dilated  to  the  size  of 
the  little  finger  owing  to  obstruction  of  the  vesical  extremity.  On 
section  the  glandidar  tissue  was  much  wasted  from  interstitial 
nephritis,  but  there  were  no  abscesses  in  the  cortex,  and  the  liniTig 
membrane  of  the  pelvis  was  not  inflamed.  The  prostate  was 
moderately  enlarged,  notably  the  central  lobe;  otherwise  healthy. 
The  heart  weighed  11  oz.  The  coronary  arteries  were  exceedingly 
atheromatous,  but  no  fibroid  degeneration  was  discovered  in  the 
muscular  tissue  of  the  organ.  Aortic  and  mitral  valves  thickened. 
Other  viscera  normal. 

Description  of  the  preparation  (Plate  IV,  fig.  a). — The  specimen 
consists  of  a  moderately  hypertrophied  urinary  bladder  with  an 
enlarged  prostate.  A  thick  mass  of  new  growth,  having  a  shaggy 
and  villous  surface,  occupies  the  whole  of  the  left  lateral  wall  of  the 
bladder,  and  extends  to  the  anterior  wall  of  the  organ.  Immedi- 
ately to  the  left  of  the  bladder  is  a  large,  smooth-walled  cyst,  5| 
inches  in  its  chief  diameter,  and  nearly  3  inches  in  the  shorter 
measurements.  This  cyst  is  firmly  attached  to  the  left  wall  of 
the  bladder,  the  area  of  attachment  corresponding  with  that  of 
the  vesical  growth ;  its  cavity  is  even  larger  than  that  of  the  bladder. 
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with  wliich  it  communicates  bj  a  ragged  opening  in  the  middle  of 
the  growth.  The  partition  between  the  two  cavities  measiires  IJ 
inches  thick,  and  seems  entirely  formed  by  the  neoplasm.  The  pos- 
terior and  superior  surfaces  of  the  cyst  are  covered  with  peritoneum 
which  has  been  stripped  off  from  the  left  side  of  the  bladder  and 
pelvic  cavity.  In  like  manner  the  left  ureter,  left  vas  deferens, 
and  left  vesicula  seminalis  have  all  been  stripped  off  the  bladder  by 
the  formation  of  the  cyst,  and  lie  upon  its  posterior  wall.  A 
transverse  section  through  the  tumour  exhibits  an  extension  of  the 
growth  upon  the  inner  surface  of  the  cyst- wall.  Within  the  cyst  it 
may  be  noted  that  the  growth  has  a  shaggy  surface,  and  a  raised 
everted  margin  precisely  similar  to  that  in  the  bladder. 

The  left  ureter  is  considerably  dilated,  owing  to  the  obstruction  of 
its  orifice  by  the  tumour  which  invades  it.  The  right  ureteral 
orifice  is  quite  free.  The  vesical  mucous  membrane  away  from  the 
growth  is  not  pigmented,  and  shows  no  signs  of  chronic  cystitis,  but 
in  the  recent  state  the  bladder  was  full  of  the  most  tenacious  muco- 
pus,  and  its  lining  was  injected. 

Histologically  the  tumour  is  a  sqiiamous-celled  epithelioma.  The 
wall  of  the  cyst  is  composed  of  wavy  bundles  of  fibrous  tissue,  much 
condensed,  and  has  no  lining  of  mucous  membrane.  Examination 
of  different  parts  of  the  wall  leaves  it  doubtful  whether  any  un- 
striped  muscle  fibres  are  mingled  with  the  fibrous  tissue,  but  the 
absence  of  mucous  membrane  is  quite  definite. 
/  Remarks. — The  mode  of  formation  of  this  cyst  is  a  question  of 
much  interest.  That  the  cavity  has  originated  beneath  the  recto- 
vesical fascia  is  certain,  because  the  left  vas  deferens  and  vesicula 
seminalis  have  been  stripped  from  their  connections  with  the 
bladder,  and  lie  upon  the  wall  of  the  cyst. 

I  have  previously  demonstrated  the  fact^  that  the  well-known 
pelvic  hydatid  cyst  which  is  usually  placed  between  the  bladder  and 
the  rectum,  takes  its  origin  in  the  loose  cellular  tissue  between  the 
muscular  coat  of  the  bladder  and  its  sheath  of  recto- vesical  fascia. 
In  consequence  of  this  situation  the  gradual  enlargement  of  the 
hydatid  cyst  displaces  the  vas  and  vesicula  seminalis  from  the  bladder, 
owing  to  their  close  union  with  the  recto-vesical  fascia.  These 
organs,  therefore,  rest  ultimately  on  the  wall  of  the  hydatid  cyst, 
and  not  on  the  wall  of  the  bladder.     Further,  the  recto-vesical  fascia 

1  '  Trans.  Path.  Soc.,*  1891,  vol.  xUi,  p.  203 ;  *  Brit.  Med.  Journ.,'  1893,  vol.  ii, 
p.  218;  and  '  Proc.  Roy.  Med.  Chir.  Soc.,'  3rd  S.,  vol.  vil,  p.  129,  1895. 
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can  be  readily  separated  from  the  muscular  coat  of  the  bladder  by  a 
simple  experiment.  For  these  reasons  we  are  justified  in  believing 
that  the  cystic  tumour  now  under  consideration  has  originated  from 
the  bladder,  and  gradually  pushed  back  the  recto- vesical  fascia  on 
the  left  side,  carrying  with  it  the  left  vas  deferens  and  vesicula 
seminalis.  Hence  the  accidental  communication  of  any  adventitious 
paravesical  cyst  or  cavity  with  the  bladder  itself  is  definitely  excluded. 
The  two  most  probable  explanations  of  the  nature  of  this  vesical 
cyst  are : — 1.  That  the  cyst  has  begun  as  a  diverticulum  or  sacculus 
proceeding  from  the  vesical  wall.  2.  That  the  space  was  first  formed 
beneath  the  recto- vesical  fascia  in  association  with  or  as  a  consequence 
of  the  malignant  disease,  and  that  it  underwent  secondary  changes 
whereby  it  was  converted  into  its  present  form.  The  former  explana- 
tion must  be  considered  first,  inasmuch  as  it  is  the  easier  and 
confessedly  the  more  probable. 

Large  lateral  diverticula  of  the  bladder  are  well  known.  They 
begin  usually  as  hemise  or  pouches  of  the  mucous  coat  in  the 
vicinity  of  the  orifices  of  the  ureters,  and  in  the  course  of  formation 
obtain  a  more  or  less  complete  covering  of  muscidar  tissue  from  the 
wall  of  the  bladder.  When  the  cyst  attains  a  large  size  it  is  not 
always  easy  to  demonstrate  the  presence  of  muscle-fibres.  They 
probably  disappear  or  are  thrust  aside  by  the  distending  pouch. 
Under  such  circumstances  the  wall  of  the  diverticulimi  will  consist 
of  mucous  membrane,  and  a  tough  layer  of  fibrous  material  derived 
from  the  cellular  tissues  around  the  bladder.  The  points  in  favour 
of  regarding  this  specimen  as.  a  diverticulum  of  the  mucous  coat  are 
its  sitTiation  and  smooth  interior.  But,  on  the  other  hand,  the 
timiour  has  stripped  oft  the  recto- vesical  fascia  in  a  manner  quite 
unlike  the  behaviour  of  the  common  diverticulum.  There  is  micro- 
scopical evidence  that  the  cyst  does  not  possess  a  mucous  coat,  and 
it  is  also  very  doubtful  if  muscular  tissue  exists  in  the  wall.  My 
own  view  of  its  development  may  be  stated  thus :  The  cavity  or 
space  alongside  of  the  bladder  is  due  to  distension  of  the  recto- 
vesical fascia  by  fluid  accumulating  between  it  and  the  muscular 
coat  of  the  bladder.  In  consequence  of  the  epitheliomatous  growth, 
the  vesical  wall  has  become  infiltrated,  ulcerated,  and  ultimately 
perforated,  thus  permitting  the  extravasation  of  foul  urine  outside 
the  bladder,  but  within  the  recto-vesical  sheath.  This  extra- 
vasation would  be  much  aided  by  the  high  intra- vesical  tension 
which  existed,  as  shown  by  the  enlarged  middle  and  lateral  lobes  of 
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the  prostate,  the  hypertrophied  bladder,  the  dilated  right  ureter, 
which  was  not  involved  in  the  growth,  and  lastly  by  the  very  large 
inguinal  hernia  on  both  sides  of  the  body. 

The  condition  of  the  kidneys  is  worthy  of  remark  in  passing.  The 
right  kidney  exhibited  the  usual  features  of  ascending  pyelo-nephritis 
in  addition  to  those  due  to  backward  pressure  from  enlarged  prostate. 
But  on  the  left  side,  though  the  obstructive  effects  on  the  kidney 
were  more  marked,  yet  there  was  a  complete  absence  of  acute  inflam- 
matory changes,  because  infective  organisms  were  prevented  from 
entering  the  ureter.  The  lower  end  of  the  left  ureter  must  have 
been  virtually  occluded  by  the  surrounding  malignant  growth.  In- 
directly, therefore,  the  specimen  bears  testimony  to  the  truth  of  the 
view  that  the  infective  process  in  the  so-called  "  surgical  kidney  " 
travels  from  the  bladder  by  way  of  the  ureter.  ^ 

Case  2. — The  specimen  from  this  case  was  presented  to  the  Eoyal 
College  of  Surgeons  Museum  by  Mr.  Hurry  Fenwick,  and  I  am  in- 
debted to  him  for  his  kind  permission  to  make  use  of  it.  The  parts 
consist  of  a  male  urinary  bladder  and  a  large  cyst  attached  to  its 
apex  (Plate  V,  fig.  b). 

The  bladder  is  much  dilated,  and  its  wall  is  generally  hyper- 
trophied, sacculated,  and  fasciculated.  The  inner  surface  of  the 
entire  right  half  of  the  vesical  cavity  is  affected  with  a  flat  ulcerated 
new  growth.  This  growth,  however,  is  not  limited  to  the  right  half, 
but  extends  beyond  the  median  line  upon  the  anterior  wall  of  the 
bladder,  and  involves  the  base  with  the  trigone  as  far  as  the  left 
ureteral  orifice.  Piuliher,  three  or  four  discrete  nodules  of  growth, 
one  third  of  an  inch  in  diameter,  are  seen  upon  the  left  lateral  wall 
of  the  bladder.  Hence  the  amount  of  mucous  surface  unaffected 
by  the  neoplasm  is  comparatively  small.  The  firmer  parts  of  the 
growth  present  the  naked-eye  and  microscopical  features  of  a 
squamous-celled  epithelioma.  It  has  a  raised,  everted,  overhanging 
edge,  and  a  depressed  nodular  centre.  Upon  the  right  lateral  wall, 
where  the  growth  appears  to  be  of  oldest  date,  the  surface  is  deeply 
excavated  by  sloughing,  and  the  muscular  coat  extensively  invaded. 
At  the  trigone  and  base  of  the  bladder  the  appearance  of  the  growth 
suggests  that  it  began  as  a  series  of  separate  deposits  in  the  mucous 
coat,  which  ultimately  coalesced.  Hence  the  epithelioma  has  here 
a  well-marked  sinuous  outline. 

The  prottcUe  is  moderately  hypertrophied,  especially  as  regards  its 
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median  lobe.  This  projects  into  the  vesical  cavity  as  a  pjrriform 
swelling,  the  surface  of  which  is  much  ulcerated,  if  not  actually 
invaded  by  the  epitheliomatous  growth  in  the  bladder. 

The  vesiculas  seminales  and  vasa  deferentia  are  healthy,  but  were 
surrounded  by  much  dense  tissue  consisting  of  inflammatory 
material,  and  deposits  of  growth  in  the  lymphatics.  This  was  par* 
ticularly  the  case  on  the  right  side,  where  the  lymphatic  glands, 
extending  from  the  bladder  along  the  right  internal  iliac  vessels, 
showed  extensive  infiltration  with  secondary  deposits  of  epithelioma. 
The  rectum  was  normal,  but  two  or  three  nodules  of  growth  were 
found  in  the  peritoneum  at  the  bottom  of  the  recto-vesical  pouch. 
The  peritoneal  coat  on  the  posterior  wall  of  the  bladder  is  unevenly 
raised  by  deposits  of  growth  beneath  it. 

The  ureters  are  much  dilated  on  both  sides,  the  right  being  some- 
what the  larger,  and  their  vesical  orifices  are  surroimded  with 
growth.  It  is  clear  that  the  obstruction  is  due  to  pressure  from 
without  upon  the  walls  of  the  ureters. 

The  cyst  is  placed  at  the  siunmit  of  the  bladder,  and  has  the 
following  boundaries  and  measurements.  After  immersion  in  spirit 
it  measures  3i  inches  from  above  downwards,  3  inches  from  side  to 
side,  and  2  inches  from  before  backwards.  In  front  it  is  bounded 
by  the  recti  abdominis  muscles,  and  their  fibrous  sheaths,  together 
with  a  layer  of  fatty  tissue.  Posteriorly  the  wall  of  the  cyst  appears 
to  be  formed  out  of  a  piece  of  great  omentimi,  but  further  examina- 
tion shows  that  this  omentum  is  firmly  adherent  to  the  peritoneum 
detached  from  the  deep  surface  of  the  anterior  abdominal  wall. 
Tlie  upper  limit  of  the  cyst  is  completed  by  the  jimction  of  ita 
anterior  and  posterior  walls,  and  has  a  mass  of  great  omentum 
attached  to  it.  Lastly,  the  base  or  inferior  limit  is  formed  partly 
by  the  fundus  of  the  bladder,  and  is  partly  occupied  by  a  wide 
aperture,  through  which  the  cyst  communicates  with  the  interior  of 
the  bladder.  The  inner  surface  of  the  cyst  is  smooth  and  white, 
but  has  no  definite  lining  membrane  (Plate  V,  fig.  b). 

The  aperture  of  communication  with  the  bladder  is  placed  to  the 
right  of  the  median  line,  and  involves  practically  the  right  half  of 
the  fundus  of  the  bladder.  It  is  oval  in  shape,  two  inches  in  its 
chief  diameter,  and  transversely  placed.  The  margins  of  the  aper- 
ture are  covered  with  projecting  masses  of  growth,  which  diminish 
its  calibre,  and  by  protruding  towards  the  cavity  of  the  cyst  must 
have  tended  to  close  the  aperture  like  a  valve. 
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DESCRIPTION  OF  PLATE  V, 

lUustrating  Mr.  Targett's  papers  on  "  Sarcomata  of  the  Bladder 
and  their  Classification "  (page  291)  ;  and  on  "  Diverticula  of  the 
Bladder  associated  with  Vesical  Growths."     (Page  155.) 

Fia.  A  is  from  a  photograph  of  a  preparation  in  Gay's  Hospital  Moseom.  It 
represents  the  left  half  of  a  bladder  extensively  affected  with  sarooma.  See 
description  on  p.  299. 

Fia.  B  is  from  a  photograph  of  a  preparation  in  the  Royal  College  of  Sur- 
geons Moseam.  It  depicts  a  large  cyst  commonioating  with  the  bladder  at  its 
apex.    See  description  on  p.  169. 
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Bemarks. — ^Before  discussing  the  nature  of  this  cyst,  the  following 
points  in  the  clinical  history  must  be  considered.  The  patient  was 
a  man  aged  62.  Two  years  before  death  he  had  a  sudden  discharge 
of  foul  pus  in  the  urine,  and  it  was  thought  probable  that  he  had  a 
sacculus  of  the  bladder,  especially  as  the  median  lobe  of  the  prostate 
was  enlarged.  He  was  at  once  catheterised,  and  continued  the  use 
of  the  instrument  up  till  the  time  of  death.  The  cyst  displayed  in 
the  preparation  formed  very  rapidly,  and  presented  itself  clinically 
as  a  swelling  the  size  of  an  ostrich  egg  in  the  supra-pubic  region. 
This  occurred  about  three  months  before  death.  The  swelling  was 
painless,  and  was  not  diminished  by  the  use  of  the  catheter.  More- 
over, no  rise  of  temperature  or  rigors  had  been  noticed.  At  the 
autopsy  the  cyst  was  found  full  of  pus  and  urine,  and  the  apertm^e 
leading  from  it  into  the  bladder  was  blocked  with  masses  of  an 
epitheliomatous  growth. 

On  comparing  the  anatomical  characters  of  this  vesical  cyst  with 
those  of  the  preceding  case,  it  will  be  noted  that,  except  for  the 
situation  of  the  cyst,  there  is  a  very  close  resemblance  between  the 
two  specimens.  That  being  so,  it  is  natural  to  suppose  that  they 
have  been  formed  in  the  same  way.  In  spite  of  the  clinical  history, 
which  points  to  the  existence  of  an  apical  diverticulum  or  sacculus 
of  the  vesical  wall,  I  venture  to  think  that  the  cyst  seen  in  this 
specimen  is  not  a  true  sacculus,  or  at  least  not  in  its  entirety.  There 
is  no  proper  lining  membrane  to  any  part  of  the  cyst-wall,  and  the 
irregular  outline  and  thinning  of  that  wall  is  unlike  the  usual  struc- 
ture of  a  sacculus.  There  can  be  little  doubt  that  the  cyst  is  really 
secondary  to  the  epithelioma,  as  in  the  preceding  instance.  The 
wall  of  the  bladder  at  the  apex  becomes  weakened  by  infiltration 
with  the  new  growth,  and  in  course  of  time  destroyed.  The  intra- 
vesical tension  is  considerably  raised  in  consequence  of  the  enlarged 
prostate,  as  shown  by  the  fasciculated  and  hypertrophied  walL 
Rupture  takes  place  at  the  weakest  spot,  and  there  is  a  sudden 
extravasation  of  urine  into  the  cellular  tissue  between  the  peri- 
tonetim  and  the  abdominal  wall  at  the  apex  of  the  bladder.  As  the 
recto-vesical  sheath  is  not  present  over  that  portion  of  the  viscus, 
the  rapid  formation  of  the  swelling  in  the  supra-pubic  region  which 
was  observed  during  life  may  be  explained.  By  inflammatory  con- 
densation of  the  surroTmding  tissues  the  wall  of  the  cyst  is  produced, 
and  the  omentum  becomes  adherent  to  it.  Finally,  the  cyst 
is  converted   into    a   virtually  closed  sac   by  the  protrusion    of 
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masses  of  growth  into  its  orifice,  which  block  it  up  in  a  valvular 
manner. 

Case  3.  (Preparation  in  R.  C.  S.  Museum.) — ^The  clinical  history 
of  this  case  has  been  fully  recorded.^  The  patient  was  a  man  aged 
48,  who  died  of  a  sloughing  epithelioma  of  the  urinary  bladder. 
The  autopsy  revealed  an  ulcerated  growth  upon  the  base  of  the 
bladder ;  almost  the  whole  of  the  posterior  wall  was  destroyed  by 
ulceration,  and  in  its  place  was  seen  a  large,  wide-mouthed  pouch 
filled  with  diffluent  growth  (Plate  IV,  fig.  b).  The  wall  of  this 
pouch  was  composed  of  peritoneum  from  the  back  of  the  bladder  and 
the  subjacent  recto- vesical  fascia,  both  of  which  were  merely  pushed 
backwards  ofE  the  bladder,  and  thus  a  space  was  enclosed.  As 
might  have  been  expected,  the  detachment  of  the  recto- vesical  f ^cia 
meant  the  displacement  of  the  vas  and  vesicula  seminalis,  and  in 
the  specimen  now  exhibited  both  vasa  def erentia  and  vesiculse  semi- 
nales  are  seen  lying  upon  the  convexity  of  the  pouch  (Plate  IV, 
fig.  c).  The  preparation  is  chiefly  valuable  in  that  it  supplements 
the  descriptions  already  given  of  the  specimens  from  Cases  1  and  2. 
Here  both  the  cause  and  the  constitution  of  the  pouch  cannot  be 
questioned.  Its  mouth  is  a  perforation  of  the  posterior  wall  of  the 
bladder  caused  by  the  ulcerating  epithelioma,  and  its  cavity  is  a 
space  between  the  recto-vesical  fascia  and  the  level  of  the  wall  of  the 
bladder.  The  growth  which  filled  the  pouch  was  almost  fluid,  and 
of  course  had  not  originated  there,  but  had  drained  into  it  from 
the  interior  of  the  bladder.  The  edge  of  the  mouth  of  the  pouch 
was  covered  with  epitheliomatous  growth  which  had  not  been 
destroyed  by  ulceration.  This  is  shown  in  the  photograph  (Plate  IV, 
fig.  b). 

Case  4.  (Preparation  in  R.  C.  S.  Museum.) — The  history  of  this 
patient  has  been  recorded,^  and  the  following  is  an  abstract  of  it  :— 
A  man,  aged  61,  was  admitted  to  a  hospital  for  a  tiunour  in  the  right 
iliac  and  hypogastric  regions  with  bladder  symptoms.  Except  for 
an  mguinal  hernia  of  long  duration,  and  winter  cough,  he  had 
enjoyed  good  health  previous  to  his  present  illness,  which  began 
with  a  severe  rigor  a  year  before  admission.  This  was  followed  by 
great  difficulty  in  mictiuition,  though  he  fo\md  that  he  could 

1  'Trans.  Path.  Soc.,*  1894,  vol.  xlv,  p.  98. 
8  *Cliu.  Joum.,'  1893,  vol.  iii.  p.  49. 
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water  much  easier  when  lying  down.  Eight  months  ago  the  urine 
first  became  thick  and  very  offensive ;  no  hsematuria,  but  occasional 
passage  of  gravel.  These  symptoms  continued,  and  during  the  last 
few  weeks  before  admission  the  patient  noticed  a  swelling  in  the 
lower  part  of  the  abdomen. 

On  admission  this  swelling  extended  upwards  about  three  inches 
above  the  pubes,  to  the  right  of  the  median  line,  towards  the  right 
iliac  region.  It  was  well  defined,  with  a  smooth  roimded  outline, 
sHghtlj  moveable,  tense,  and  not  fluctuating. 

The  urine  on  admission  was  acid  and  free  from  pus ;  but  eight 
days  later  there  was  definite  pyuria,  and  the  upper  part  of  the 
swelling  was  then  soft  and  fluctuating.  The  urine  also  became  veiy 
foul,  and  was  mixed  with  an  abundance  of  mucus.  Eectal  examina- 
tion showed  no  enlargement  of  the  prostate,  and  the  swelling  could 
not  be  felt.  When  a  soimd  was  introduced  it  was  foimd  that  the 
instnmient  was  pressed  towards  the  patient's  left  side  by  something 
in  the  wall  of  the  bladder,  and  there  was  a  gritty  sensation  along 
the  right  wall  of  the  bladder.  Abdominal  palpation  some  three 
days  later  revealed  the  fact  that  the  swelling  had  rapidly  increased 
to  nearly  double  the  size  it  was  on  admission,  so  that  it  now  reached 
almost  to  the  imibilicus,  and  across  the  middle  line  into  the  right 
iliac  fossa.  It  was  also  noted  that  after  the  bladder  had  been 
washed  out  pressure  upon  the  swelling  somewhat  increased  the  flow 
of  pus,  suggesting  an  indirect  communication  between  the  swelling 
and  the  cavity  of  the  bladder. 

The  patient  died,  and  at  the  autopsy  a  very  large  succulus  of  the 
bladder  was  f  oimd,  the  cavity  of  which  was  distended  with  decom- 
posing urine.  A  tumour  grew  into  the  sacculus,  and  projected  like 
a  valve  over  the  orifice  of  communication  between  the  sacculus  and 
the  bladder  (Plate  VI,  fig.  b). 

Description  of  the  prepa/ration, — ^The  specunen  consists  of  a  bladder 
and  prostate ;  with  the  former  is  connected  a  large  cyst  containing  a 
solid  tumour.     Each  of  these  parts  will  be  described  separately. 

The  jyrostate  displays  considerable  enlargement  of  both  lateral 
lobes,  and  a  vertical  section  shows  that  there  has  been  retention 
and  suppuration  in  the  glandular  tissue  of  the  left  lobe  of  the 
organ. 

The  bladder  is  moderately  dilated  and  hypertrophied,  and  there 
is  well-marked  fascicidation  of  its  posterior  wall.  Immediately 
behind  the  inter-ureteral  bar  there  is  an  oval  pouch  placed  trans- 
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versely ;  it  is  the  size  of  a  large  walnut,  and  protrudes  from  the 
base  of  the  bladder  between  the  two  vasa  deferentia.  The  left  vas 
deferens  and  vesicula  seminalis  are  much  displaced  outwards  by 
the  sacculus,  but  otherwise  are  normal.  In  the  recent  state  the 
pouch  contained  a  small  calculus  like  a  piece  of  candy-rock.  Both 
ureters  are  somewhat  dilated,  though  their  vesical  orifices  are 
normal.  The  mucous  membrane  on  the  posterior  wall  of  the 
bladder  exhibits  a  series  of  flat  ulcerated  nodules  and  lines,  which 
seem  to  be  the  result  of  chronic  cystitis.  At  the  fimdus  of  the 
viscus  is  an  oval  aperture,  2^  inches  in  its  chief  diameter,  which 
forms  a  communication  between  the  vesical  cavity  and  a  very  large 
cyst  situated  above  the  bladder  (Plate  VI,  fig.  b). 

The  cyst  measures  6  inches  from  side  to  side,  and  4  inches  from 
above  downwards  as  well  as  from  before  backwards.  The  wall  of 
the  cyst  is  thin  but  tough,  and  is  covered  posteriorly  with  peritoneum 
which  has  been  stripped  from  the  fundus  of  the  bladder  and  the 
back  of  the  anterior  abdominal  wall.  Superiorly  a  large  piece  of 
the  great  omentum  is  firmly  adherent  to  the  cyst,  while  in  front  the 
cyst-wall  has  been  detached  from  the  tissues  of  the  anterior 
abdominal  wall.  There  is  now  no  complete  lining  membrane  to  the 
cyst,  but  examination  shows  areas  of  mucous  membrane  which  have 
ulcerated  margins,  or  are  continuous  with  that  of  the  bladder 
through  the  oval  aperture  above  mentioned.  Hence  it  may  be  con- 
cluded that  the  cyst  was  originally  provided  with  a  mucous  lining, 
and  that  the  membrane  has  been  subsequently  destroyed  in  part  by 
suppuration  and  distension  of  the  cyst.  Whei-e  the  mucous  mem- 
brane has  disappeared  the  interior  of  the  cyst  is  ragged  and  imeven. 

The  growth  forms  a  spherical  mass  within  the  cavity  of  the  cyst, 
and  measures  about  3  inches  in  diameter.  It  is  entirely  mitside  the 
vesical  cavity,  and  springs  from  that  portion  of  the  cyst  wall  which 
is  in  contact  with  the  fundus  and  front  of  the  bladder,  as  well  as 
from  the  anterior  part  of  the  cyst  which  is  in  contact  with  the 
abdominal  wall.  On  careful  examination  of  this  rather  complicated 
origin  it  is  found  that  the  tumour  arises  chiefly  and  primarily  from 
the  front  of  the  cyst,  and  therefore  not  in  direct  relation  with  the 
bladder.  But  in  addition  to  this  the  tumour  has  contracted  a 
secondary  adhesion  to,  or  has  extended  towards,  the  margin  of  the 
aperture  in  the  bladder  on  its  outer  surface.  Thus  a  flattened 
space  or  chink  (covered  with  normal  mucous  membrane)  exists 
between  these  two  attachments  of  the  tumour.     On  section  the 
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tumour  has  a  spongy  appearance  and  is  firmly  adherent  to  the  wall 
of  the  cyst,  but  does  not  appear  to  have  invaded  it.  The  attachment 
to  the  cyst-wall  is  distinctly  constricted ;  hence  the  margin  overlaps 
considerably.  The  convex  sur&xse  of  the  growth  is  deeply  excavated 
and  fissured  from  sloughing  of  the  tissues.  Histologically  the 
growth  is  a  squamous-celled  epithelioma. 

Bemarks. — ^In  this  preparation  there  can  be  no  doubt  that  the 
cyst  at  the  fundus  of  the  bladder  represents  a  large  diverticulimi  or 
sacculus  of  the  mucous  coat,  and  that  its  wall  (which  is  an  extension 
of  the  tissues  of  the  bladder)  has  become  the  seat  of  an  epithelioma. 
The  situation  of  the  cyst  is  interesting.  Large  apical  sacculi  of  the 
bladder  are  not  common,  and  have  been  erroneously  regarded  as 
cysts  of  the  urachus.  Their  relation  to  that  structure,  however,  is 
somewhat  accidental ;  for  it  is  owing  to  the  disarrangement  of  the 
fibres  of  the  muscular  coat  at  the  apex,  and  the  imperfect  felt- 
ing which  results  from  the  urachus  passing  through  the  bladder 
wall,  that  a  protrusion  of  the  mucous  coat  in  the  form  of  a  sac- 
culus is  permitted.  Anything  which  perforates  the  muscular  coat 
of  the  bladder  must  necessarily  weaken  it,  and  it  is  a  significant 
fact  that  the  large  sacculi  are  always  found  near  the  ends  of  the 
ureters,  or  the  attachment  of  the  urachus.  Microscopical  examina- 
tion of  the  wall  of  such  a  cyst  shows  a  layer  of  mucous  membrane 
and  submucous  tissue.  Outside  these  the  structure  varies.  There 
may  be  a  distinct  muscular  coat  with  its  fibres  arranged  in  inter- 
lacing bundles ;  sometimes  merely  a  tough  fibrous  capsule  is  found, 
which  probably  represents  the  recto-vesical  fascia  thickened  by 
chronic  inflammation.  That  the  mucous  lining  of  a  sacculus  so 
constituted  should  under  certain  circumstances  become  the  seat  of 
a  new  growth  is  not  to  be  wondered  at.  In  the  present  instance  the 
growth  is  malignant  (squamous-celled  epithelioma),  but  in  the 
next  specimen  it  appears  to  be  a  simple  villous  papilloma. 

Casb  5.  (Preparation  in  St.  George's  Hospital  Museum.) — ^The 
bladder  has  been  opened  in  front,  and  shows  a  small  sacculus  upon 
its  left  lateral  wall.  The  mouth  of  the  sacculus  is  a  little  above  the 
orifice  of  the  left  ureter.  A  sessile  fimbriated  papilloma  springs 
chiefly  from  the  wall  of  the  sacculus,  but  has  extended  from  the 
sacculus  over  the  adjacent  vesical  wall  for  a  short  distance.  The 
naked-eye  appearance  of  the  growth  indicates  that  it  is  of  an 
innocent  type. 
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The  only  record  preserved  of  this  case  states  that  symptoms  of 
disease  of  the  bladder  had  existed  for  many  years,  and  that  there 
had  been  occasional  attacks  of  hsemorrhage,  the  source  of  which  was 
not  discovered  during  life.  An  enlargement  of  the  prostate  was 
present,  and  this  was  doubtless  the  primary  cause  of  the  sacculus. 
Whether  the  retention  of  foul  urine  in  the  sacculus  acting  as  an 
irritant  determined  the  papillomatous  outgrowth  from  the  mucous 
lining  or  not,  is  an  open  question.  But  it  is  interesting  to  compare 
the  situation  of  this  growth  at  the  mouth  of  the  sacculus  with  that 
of  the  common  villous  tumour  which  so  frequently  springs  from  the 
lips  of  the  orifices  of  the  ureters.  One  cannot  but  beheve  that  the 
constant  passage  of  possibly  acrid  urine  is  a  powerful  factor  in  the 
production  of  the  simple  papilloma  from  the  mucous  membrane  at 
the  latter  site. 

Case  6.  (Preparation  in  Middlesex  Hospital  Museum.) — The 
history  of  this  case  has  been  already  recorded.^  The  patient  was  a 
man,  aged  62,  who  was  under  treatment  for  a  swelling  in  the  hypo- 
gastric and  left  iliac  regions  with  urinary  symptoms.  He  died  of 
suppurative  pyelo-nephritis.  The  bladder  is  thus  described :  "  The 
walls  of  the  bladder  were  hypertrophied,  and  its  mucous  membi-ane 
was  of  a  slaty  colour.  The  prostate  was  moderately  hypertrophied. 
About  an  inch  above  the  orifice  of  the  left  ureter  was  a  rounded 
opening  the  size  of  half-a-crown,  which  led  into  a  diverticulum  con- 
siderably larger  than  the  bladder  itself.  This  contained  a  soft  fleshy 
growth,  which  was  attached  by  a  broad  base  to  that  end  of  the 
diverticulum  furthest  from  its  opening  into  the  bladder.  The 
bladder  and  its  diverticulum  contained  a  considerable  quantity  of 
piunilent  foul  urine  mixed  with  sloughy  shreds  from  the  diseased 
parts." 

The  growth  is  described  as  a  sarcoma,  but  that  is  probably  in- 
correct. As  seen  in  the  preparation,  it  has  extended  from  the  primary 
seat  along  the  wall  of  the  diverticulum  to  the  aperture  in  the  bladder. 
Indeed,  the  margins  of  this  aperture  are  affected,  and  the  growth 
has  spread  downwards  in  the  bladder  so  as  to  involve  the  orifice  of 
the  left  ureter.  In  consequence  of  this  obstruction,  the  left  kidney, 
pelvis,  and  ureter  were  much  dilated,  but  not  inflamed.  On  the 
other  hand,  the  right  kidney  was  in  a  state  of  advanced  suppuration, 
and  its  ureter  was  patent.  The  condition  of  the  kidneys  was  pre- 
1  « Trans.  Path.  Soc.,*  1883,  vol.  xxxiv,  p.  152. 
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cisely  like  that  of  Case  1  (see  p.  159),  and  was  doubtless  brought 
about  in  the  same  manner. 

Case  7.  (Preparation  in  St.  Bartholomew's  Hospital  Museum.) — 
The  specimen  consists  of  a  bladder  which  is  much  hypertrophied  and 
fasciculated  in  consequence  of  a  general  enlargement  of  the  prostate. 
There  is  a  large  mass  of  new  growth  springing  from  the  mucous 
surface  of  the  posterior  wall  of  the  bladder  and  the  trigone.  To  the 
back  of  the  viscus  is  attached  a  cyst  almost  as  large  as  the  bladder 
itself,  and  filled  with  a  lobulated  growth  which  is  directly  continuous 
with  that  inside  the  bladder.  The  cyst  has  a  distinctly  constricted 
attachment  to  the  exterior  of  the  bladder  over  an  area  which  would 
normally  include  the  termination  of  the  right  ureter.  As  a  matter 
of  fact,  the  right  ureter  opens  into  the  cyst  upon  its  median  wall, 
or  that  part  of  it  which  is  nearest  to  the  left  ureter.  Before  opening 
into  the  cyst  the  ureter  is  firmly  adherent  to  its  wall  for  a  distance 
of  nearly  an  inch.  The  right  vas  deferens  is  significantly  placed  on 
the  median  side  of  the  cyst,  and  cannot  be  seen  in  the  photograph. 
But  it  is  entirely  detached  from  the  bladder,  and  incorporated  with 
the  wall  of  the  cyst.  Both  vesiculce  seminales  have  been  cut  away, 
but  one  or  both  must  assuredly  have  been  displaced  by  the  cyst 
from  relationship  with  the  bladder.  The  catalogue  further  describes 
the  cyst  as  situated  between  the  muscular  coat  of  the  bladder  and 
the  peritoneum  covering  its  posterior  wall  (Plate  VI,  figs,  a  and  c). 

The  clinical  history  of  the  case  states  that  the  patient  had  diffi- 
culty in  passing  urine  and  occasional  retention  during  two  years. 
In  the  last  attack  of  retention  the  prostate  gland  was  pierced  by  a 
silver  catheter,  as  shown  in  Plate  VI,  fig.  c.  But  the  withdrawal  of 
the  urine  did  not  reduce  a  swelling  felt  above  the  pubes,  which  was 
produced  by  the  bladder  being  pressed  forwards  by  the  cyst,  which 
was  distended  with  new  growth. 

Bemarks. — From  the  relation  of  the  right  ureter  to  this  cyst 
behind  the  bladder  it  might  be  argued  that  the  cyst  was  due  to 
dilatation  of  the  lower  end  of  the  ureter,  the  vesical  orifice  of  which 
had  become  blocked  by  extension  of  the  new  growth  from  the  bladder 
along  its  canal,  as  is  sometimes  seen.  The  detachment  of  the  right 
ureter  from  the  bladder  disproves  this  view,  as  already  explained 
in  reference  to  Case  1,  p.  157. 

Again,  the  cyst  cannot  be  due  to  perforation  of  the  vesical  wall  by 
the  epithelioma,  and  escape  of  urine  beneath  the  recto- vesical  fascia, 
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as  in  Cases  1, 2,  and  3.  For  the  front  view  of  the  specimen  (Plate  VI, 
fig.  c)  shows  that  the  cjst  has  a  small  orifice,  and  is  therefore  flask- 
shaped  like  the  large  saccnli  or  diverticula  of  the  bladder.  The  most 
probable  explanation  would  seem  to  be  that  a  basal  sacculus  of  the 
bladder  was  caused  by  the  urinary  obstruction  (enlarged  prostate), 
and  that  when  an  epithelioma  developed  upon  the  trigone  it  gradually 
extended  into  the  preformed  cyst.  It  has  been  pointed  out  that 
large  sacculi  are  commonly  met  with  where  the  ureters  perforate 
the  vesical  wall.  As  a  consequence  their  orifices  may  become  so 
shifted  that  they  are  ultimately  placed  in  the  wall  of  the  cyst  or 
sacculus  and  not  in  the  bladder  itself.  And  I  would  submit  that 
such  a  change  has  taken  place  in  this  specimen.  That  the  cyst  is  in 
reality  a  sacculus  of  the  mucous  coat  is  proved  by  the  fact  that  those 
parts  of  the  cyst  wall  which  are  not  invaded  by  the  epithelioma  have 
a  distinct  lining  of  mucous  membrane.  March  I7th,  1896. 


17.  Primary  colloid  carcinoma  of  bladder,     {Card  specimen  ) 
By  H.  C.  Sharp,  M.D.  (per  J.  H.  Taboett,  M.S.). 

HiSTOBT  OP  CASE. — From  a  man  aged  55,  whose  illness  began 
with  pain  and  frequency  of  micturition  two  years  previously. 
During  the  last  six  months  of  life  he  had  incontinence  of  urine  and 
continuous  haematuria,  though  confined  to  his  bed  the  whole  time. 
He  stated  that  these  symptoms  were  due  to  the  passage  of  a  sound 
which  made  him  bleed,  and  there  was  constant  haemorrhage  after- 
wards. He  rapidly  became  exhausted  and  sank.  It  is  worthy  of  note 
that  at  the  age  of  twenty  years  the  patient  had  lateral  lithotomy  per- 
formed on  him,  and  a  large  vesical  calculus  was  removed.  He  com- 
pletely recovered  from  the  operation,  and  was  quite  well  and  strong 
up  to  the  onset  of  his  final  illness  at  the  age  of  fifty-three,  or  two 
years  before  death. 

The  autopsy  was  somewhat  incomplete,  but  there  were  no  enlarged 
pelvic  glands,  and  the  prostate,  peritoneum,  and  intestinal  tract 
were  normal.  The  left  kidney  was  simply  hypertrophied,  while  the 
right  showed  dilatation  of  the  pelvis  from  obstruction  of  its  ureter* 
but  there  were  no  signs  of  suppurative  nephritis. 
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DeBcriptian  of  specimen, — The  preparation  consists  of  the  right 
half  of  the  bladder  divided  in  an  antero-posterior  plane.  The 
cavity  is  very  small  in  consequence  of  great  thickening  of  the  vesical 
wall«  which  has  a  semi-translucent  appearance  on  section.  The 
mucous  surface  is  very  rough  from  ulceration.  The  right  half 
of  the  bladder  is  uniformly  thickened,  and  its  edge  measures  three 
quarters  of  an  inch.  The  left  portion  has  not  been  preserved,  but 
it  was  similarly  though  less  extensively  affected. 

Microscopically,  the  submucous  tissue  and  nearly  the  whole 
thickness  of  the  muscular  coat  are  infiltrated  with  colloid  material 
arranged  in  small  rounded  alveoli.  In  a  few  of  these  alveoli  the 
bloated  outlines  of  the  original  cells  may  be  discerned,  but  in  the 
majority  of  instances  all  traces  of  cells  have  disappeared.  The 
mucous  membrane  has  been  removed  by  ulceration,  and  the  surface 
of  the  growth  is  covered  with  granular  exudation  and  sloughy  tissue. 
Primary  colloid  carcinoma  is  very  rarely  met  with  in  the  urinary 
bladder.  May  Bth,  1896. 


18.   Case  ofprimayy  sarcoma  of  the  vagina  in  a  child,  associated 
with  multiple  polypi. 

By  D'Abcy  Power,  M.B. 

PRIMARY  sarcoma  of  the  vagina  is  a  rare  condition  both  in  children 
and  in  adults.  The  following  case  came  under  my  care  at  the 
Yictoria  Hospital  for  Children.  The  full  clinical  details  are 
published  in  the  *  St.  Bartholomew's  Hospital  Eeports,'  vol.  xxxi, 
p.  121,  so  that  here  it  need  only  be  stated  that  the  child  was  two 
years  and  four  months  old.  She  was  admitted  for  retention  of  urine, 
caused  by  a  tense  swelling  in  the  vagina.  Her  illness  was  said  to 
date  from  an  attack  of  measles  fourteen  months  previously,  which 
had  left  her  with  a  purulent  vaginal  discharge.  Five  months  before 
she  came  to  the  hospital  it  was  seen  that  she  had  polypi  projecting 
from  her  vulva.  Some  of  these  had  been  removed.  She  never  had 
any  trouble  in  passing  her  motions.  She  died  with  symptoms  of 
unemia.  The  autopsy,  made  thirty-three  hours  after  death,  showed 
that  there  were  no  secondary  deposits  in  any  part  of  the  body. 
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The  kidneys  were  congested,  but  were  otherwise  healthy.      The 
ureters  were  not  dilated. 

The  pelvic  organs  which  I  exhibit  this  evening,  and  which  are  now 
in  the  museum  of  St.  Bartholomew's  Hospital,  No.  3030a,  were 
hardened  in  Foa's  solution,  and  afterwards  preserved  in  alcohoL 


Fig.  10.— The  pelvic  organs  of  a  child  affected  with  primary  sarcoma  of 
the  vagina.  The  dilated  vagina  is  exposed  hy  the  removal  of  its  left 
wall.  A  rod  has  heen  passed  throngh  the  urethra.  B.  The  dilated 
hladder.  U.  The  uterus  and  its  appendages.  R.  The  rectum.  In  the 
vagina,  i  is  placed  upon  the  projection  of  the  right  wall  caused  hy  the 
mass  of  new  growth  seen  in  Fig.  11.  This  mass  terminates  at  5  as  a 
lobulated  growth  situated  just  below  the  os  uteri.  2.  The  polypoid 
masses  at  the  ostium  vaginse.  3.  The  pedunculated  growths  at  the 
upper  part  of  the  vagina.  4.  The  projection  of  the  anterior  cul-de^tae 
into  the  bladder. 

They  show  that  the  bladder  is  greatly  enlarged,  and  that  its  walls 
are  thickened  by  the  hypertrophy  of  its  muscular  coat.  The  upper 
part  of  the  dilated  vagina  has  projected  into  the  bladder  just  above 
the  trigone  and  upon  its  left  side.  The  vesical  mucous  membrane 
is  perfectly  healthy.   The  urethra,  too,  is  healthy,  though  it  is  much 
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elongated.  It  opens  upon  the  anterior  wall  of  the  vagina  somewhat 
higher  than  usual,  and  well  above  the  point  at  which  the  vagina 
has  been  divided  in  removing  the  organs  from  the  body. 

The  uterus  is  enlarged,  but  it  does  not  seem  to  be  diseased.     The 
ovaries  and  the  broad  ligaments  are  normal  in  every  respect. 


Fio.  11. — Sections  through  the  right  side  of  the  pelvic  organs  from  the 
same  case  as  Fig.  10.  B.  The  rectum.  U.  The  uterus  and  its  append- 
ages of  the  right  side.  Ur.  The  ris^ht  ureter  embedded  between  the 
vaginal  wall  and  the  bladder.  B.  The  bladder,  i.  The  circular  mass 
of  new  growth  projecting  upwards  at  5  to  form  a  coronet  of  polypoid 
tumours  which  project  freely  into  the  upper  part  of  the  vagina.  6. 
The  vaginal  wall  bounding  the  posterior  cul'de-sac,  which  has  been 
laid  open  in  making  the  section,  and  is  represented  by  the  space 
between  the  rounded  top  of  the  new  growth  and  the  line  marked  by 
6.    The  space  is  filled  with  the  polypoid  growth. 

The  vagina  has  been  laid  oj^en  by  cutting  away  its  left  wall, 
which  was  covered  with  warty  growths.  The  whole  vaginal  canal 
is  enormously  dilated,  but  its  walls  are  not  proportionately  thickened. 
It  is  pouched  in  its  upper  third,  so  that  it  projects  into  the  bladder 
anteriorly,  and  into  the  recto-vaginal  space  posteriorly,  and  it  is 
divided  vertically  by  a  mass  of  new  growth  which  is  covered  with 
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normal  mucous  membrane.  This  mass  projects  from  the  right  wall, 
and  is  more  prominent  at  the  upper  than  at  the  lower  part  of  the 
vagina.  It  is  most  prominent  immediately  below  the  anterior  lip  of 
the  OS  uteri,  where  it  stands  out  as  a  lobulated  mass,  like  a  cock's- 
comb,  and  it  is  of  much  the  same  consistence.  A  longitudinal  section 
taken  through  the  preparation  to  the  right  of  the  vagina  shows  that 
this  projection,  which  appears  to  be  cylindrical  in  the  vagina,  is  in 
reality  the  side  of  a  circular  mass  of  new  growth  developed  in  the 
connective  tissue  on  the  right  side  of  the  vagina.  It  has  grown 
until  it  has  compressed  the  rectum  on  one  side  and  the  bladder  upon 
the  other.  This  mass  of  new  growth  is  still  well  circumscribed 
except  at  its  upper  part,  where  it  has  become  lobulated  to  form  rude 
polypi.  The  circumscribed  portion  of  the  growth  is  almost  exactly 
circular,  and  measures  two  inches  across.  It  consists  of  denser  masses 
embedded  in  soft  gelatinous  tissue.  The  right  side  of  the  posterior 
cul-de-sac  of  the  vagina  has  been  so  greatly  distended  that  the 
lateral  section  has  cut  away  a  part  of  the  vaginal  wall,  and  it  is 
thus  seen  how  the  polypi  project  into  the  cavity  of  the  vagina. 
The  right  ureter  is  wtdged  into  a  narrow  channel  between  the  top 
of  the  growth  and  the  base  of  the  bladder. 

The  whole  mucous  membrane  of  the  vagina  is  studded  with 
himdreds  of  polypi,  varying  in  size  from  the  smallest  pin's  head  to 
a  lari^e  pea.  The  polypi  are  obviously  of  two  kinds :  some,  less 
numerous,  sessile,  and  denser  than  the  rest ;  others,  more  numerous, 
pedimculated,  and  gelatinous.  The  pedicles  of  the  latter  variety  are 
often  very  long  and  slender,  so  that  the  i)olypi  float  freely  in  the 
vaginal  cavity.  They  are  most  numerous  about  the  ostiiun,  and 
again  in  the  upper  third  of  the  vagina,  where  they  are  packed  so 
tightly  as  to  form  a  mosaic  in  the  hardened  specimen. 

A  microscopical  examination  of  the  vaginal  wall  shows  that  its 
serous  and  muscular  coats  are  healthy.  The  submucous  connective 
tissue  is  very  soft  and  gelatinous.  It  is  increased  in  quantity,  and 
the  thickening  is  not  uniform.  The  submucous  tissue  is  infiltrated 
with  numerous  small  round  cells,  and  aggregations  of  these  cells, 
covered  with  vaginal  epitheliiun,  have  grown  into  the  lumen  of  the 
vagina  to  form  the  soft  gelatinous  polypi  which  are  so  conspicuous 
a  feature  in  the  specimen.  Even  the  most  rudimentary  of  the 
IX)lypi  thus  formed  has  a  constriction  at  the  level  of  the  vaginal 
mucous  membrane,  showing  that  it  would  eventuaUy  have  become 
pedunculated.    These  polypi  must  be  classed  as  myxo-sarcomata. 
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The  denser  polypi  and  the  circumscribed  mass  of  grdwth  springing 
from  the  side  of  the  vagina  are  small  round-celled  sarcomata  contain- 
ing a  great  deal  of  fibrous  tissue.  These  denser  masses  are,  therefore, 
rather  of  the  type  of  fibro- sarcomata  than  of  myxo-sarcomata. 
None  of  the  growths  examined  contained  striped  muscle-fibres  in 
their  substance  other  than  those  which  could  be  accounted  for  as 
belonging  to  the  normal  tissue  of  the  parts  involved. 

A  somewhat  similar  specimen  was  shown  by  Mr.  Howard  Marsh 
in  1874,  and  is  described  in  the  twenty-fifth  volume  of  the  Society's 
'  Transactions.'  The  condition  is  weU  known  in  Germany,  but  it  has 
hitherto  excited  but  little  attention  in  this  country.* 

Ociobe'^  I6ih,  1895. 


19.   Uterus  unicornis  with  congenital  malposition  of  the  right 
kidney,     {Card  specimen.) 

By  Arthur  Voelckeb,  M.D. 

DEscBiPTioN  OP  SPECIMEN. — The  left  portion  of  the  uterus  alone 
is  developed.  The  right  ovary  and  Fallopian  tube  are  present, 
but  have  no  connection  with  the  uterus.  There  is  no  trace  of  the 
right  haK  of  the  uterus. 

The  cervix  is  single,  and  the  left  ovary  and  Fallopian  tube  are 
normal. 

The  right  kidney  is  situated  in  the  right  iliac  fossa,  and  the  right 
renal  artery  arises  from  the  right  common  iliac  artery.  It  is 
interesting  to  note  that  the  right  supra-renal  body  occupied  its 
normal  position  in  the  abdominal  cavity. 

From  a  woman  aged  forty  who  died  from  the  effects  of  a  fracture 
of  the  skull.  October  Ihth,  1895. 

^  For  a  further  acconnt  of  this  subject,  with  woodcuts  and  a  bibliography, 
«ee  '  St.  Bartholomew's  Hospital  Reports,'  vol.  xxxi,  pp.  121 — 185. 
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1.  Traumatic  separation  of  the  epiphysis  of  the  great  trochanter. 
{Card  specimen.) 

Bj  J.  Hutchinson,  jun. 

THIS  specimen  was  obtained  by  Dr.  Daniells,  of  British  Guiana, 
from  the  body  of  a  lad  aged  13,  who  died  from  internal 
injuries  two  weeks  after  he  had  fallen  from  a  tree  to  the  ground,  a 
distance  of  some  twelve  feet.  The  great  trochanter  is  separated 
from  the  rest  of  the  femur,  in  great  part  exactly  through  the 
"  epiphysial  line."  Owing  to  the  fibrous  connections  of  the  tro- 
chanter, however,  the  detached  portion  was  held  somewhat  in  place, 
and  the  lad  was  able  to  stand  on  the  affected  limb,  and  to  raise  it 
from  the  bed.     The  exact  lesion  was  not  diagnosed  during  life. 

December  3rd,  1895. 


T 


2.  Old  injury  of  humerus  from  an  Egyptian  mummy. 

By  J.  H.  Tabgett,  M.S. 

HE  skeleton  to  which  the  specimen  belongs  was  presented  to  the 
College  of  Surgeons'  Museum  by  Mr.  J.  Willoughby  Fraser. 
It  was  taken  from  an  Egyptian  mummy  of  the  6th  dynasty,  or 
about  3000  B.C.  The  specimen  is  a  right  humerus  measuring 
261  mm.  The  lower  extremity  and  lower  half  of  shaft  are  practi* 
cally  normal,  but  the  head  and  upper  half  of  the  shaft  are  much 
deformed.  The  head  has  almost  disappeared,  and  in  its  place  is  a 
broad,  rough,  concavo-convex  surface,  which  has  articulated  with 
the  scapula.  This  articulating  or  glenoid  surface,  as  it  may  be 
called,  has  prominent  margins,  especially  below  where  it  projects 
downwards  upon  the  posterior  surface  of  the  humerus  for  some 
distance.  It  measures  nearly  three  inches  vertically,  and  two  inches 
from  side  to  side.  The  centre  of  this  glenoid  surface  is  raised, 
and  is  placed  much  below  the  usual  level  of  the  head  of  the 
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humeras,  being  fully  one  inch  below  the  superior  border  of  the 
greater  tuberosity.  The  outer  aspects  of  the  two  tuberosities  allow 
them  to  be  recognised,  but  the  top  of  the  bicipital  groove  is  filled 
up  with  a  nodular  outgrowth  of  bone. 

The  upper  half  of  the  shaft  shows  two  curves,  one  with  its  con- 
vexity outwards  in  the  direction  of  the  pull  of  the  deltoid  muscle, 
the  other  with  its  convexitj  directly  forwards.  The  posterior  sur- 
face of  the  shaft  is  deeply  grooved  in  its  upper  half,  the  cause  of 
which  is  not  apparent  unless  it  be  the  effect  of  longitudinal  torsion 
as  mentioned  below.  There  is  also  a  well-formed  deltoid  impression^ 
and  a  distinct  musculo-spiral  groove. 

The  head  of  the  scapula  is  altered  by  conversion  of  the  glenoid 
fossa  into  a  saddle-shaped  surface,  with  much  lipping  of  its  anterior 
and  posterior  margins  by  osseous  deposit.  When  the  humerus  and 
8capula  are  articulated  the  anterior  border  of  the  former  looks 
almost  directly  outwards,  and  the  front  of  the  elbow-joint  must  have 
been  correspondingly  displaced.  When  the  upper  end  of  the 
humerus  is  placed  in  its  normal  position  as  determined  by  the 
bicipital  groove  and  outer  surface  of  the  great  tuberosity,  then  the 
lower  end  of  the  bone  seems  to  have  undergone  torsion  in  the  long 
axis  of  the  shaft  through  an  angle  of  fully  60®  from  within  outwards 
in  a  horizontal  plane.  The  clavicle,  radius,  and  ulna  of  the  right 
side  are  certainly  smoother  and  more  slender  than  their  fellows. 
There  is  also  a  diminution  of  3  mm.  in  the  circumference  of  the 
right  clavicle  at  the  centre  of  its  shaft  when  compared  with  the  left. 

The  spine  shows  synostosis  of  the  fourth  and  fifth  lumbar  ver- 
tebrse,  and  a  little  lipping  on  several  other  centra.  The  facets  for 
the  ribs  upon  the  vertebrse  and  stemiun  are  deep  and  well  defined. 
The  pelvis,  which  is  not  damaged,  has  male  characters.  It  measures 
eight  inches  between  the  anterior  superior  iliac  spines,  while  between 
the  tubera  ischii  it  is  barely  four  inches.     The  sacrum  is  straight. 

There  is  an  oval  facet  on  the  front  of  each  cervix  femoris,  placed 
just  outside  the  articular  surface  of  the  head.  At  first  sight  this 
appeared  to  be  due  to  the  pressure  of  the  margin  of  the  acetabulum 
owing  to  the  thighs  being  fixed  in  a  position  of  marked  flexion  with 
adduction.  But  it  was  found  that  the  limbs  would  not  fit  in  that 
attitude.  Moreover  there  was  no  corresponding  facet  on  the 
acetabulimi.  Hence  it  was  concluded  that  these  symmetrical  de- 
pressions in  the  femora  were  due  to  pressure  of  the  ilio-femoral 
ligaments,  which  may  have  contained  ossific  deposits. 
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The  measurements  (in  millimetres)  of  the  principal  long  bones  of 
this  skeleton  are — 

Hight,  Left. 

Humerus       ...     261         .         .         335 


Clavicle 
Radius  . 
Ulna 
Femur  . 
Tibia     . 


151 
264 
286 
462 
392 


157 
260 
284 
467 
393 


Remarks. — In  forming  an  opinion  as  to  the  pathology  of  this 
osseous  lesion  we  are  met  with  the  difficulty  of  deciding  in  the  first 
place  whether  it  is  due  to  traumatism  or  to  disease.  The  nodular 
outgrowths  of  bone  on  the  upper  end  of  the  humerus  and  the 
glenoid  fossa  of  the  scapula  are  of  an  osteo-arthritic  type,  but  they 
are  clearly  secondary  and  the  result  of  mechanical  causes.  Arthritis 
in  early  life  may  be  excluded  by  the  absence  of  any  attempt  at 
ankylosis,  and  of  all  evidence  of  necrosis  or  periostitis  about  the 
shoulder-joint. 

As  regards  traumatism,  there  is  no  sign  of  fracture  of  the  surgical 
neck,  or  of  the  shaft  of  the  humerus  below  that  level.  The  extreme 
shortening  of  the  humerus,  and  the  slender  character  of  the  clavicle, 
radius,  and  ulna  on  the  right  side  may  be  attributed  to  impaired 
growth  resulting  from  a  separation  with  displacement  of  the  upper 
epiphysis  of  the  humerus,  and  associated  possibly  with  paralysis  of 
the  limb  in  early  life.  It  is  true  that  the  outlines  of  the  tuberosities 
and  the  intervening  bicipital  groove  seem  to  have  been  preserved, 
and  this  would  imply  that  the  upper  epiphysis  of  the  hiunerus  had 
not  been  separated  in  its  entirety.  This  objection  may  be  met  by 
supposing  that  the  head  with  its  centre  of  ossification  became 
detached  from  the  nucleus  of  the  greater  tuberosity  during  the 
fourth  or  fifth  year  of  childhood,  that  is, 'be fore  these  nuclei  had 
imited  to  form  the  upper  epiphysis  of  the  humerus.  Inasmuch 
as  growth  takes  place  chiefly  at  this  epiphysis,  the  remarkable 
dwarfing  of  the  bone  would  be  accounted  for.  Lastly,  the  curvature 
and  twisting  of  the  diaphysis  may  be  explained  by  the  muscles 
acting  upon  soft,  imperfectly  formed  osseous  tissue. 

A  specimen  in  Guy's  Hospital  Museum  closely  resembles  this  one, 
and  is  accompanied  with  abundant  clinical  evidence  that  its  arrested 
development  is  due  to  separation  of  the  upper  epiphysis  of  the 
humerus  in  early  life.  October  I5th,  1895. 
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3.  The  pathology  of  hypertrophic  pulmonary  osteo-arthropathy . 

By  William  Thobbubn  and  F.  H.  Westmacott. 

[With  Plate  Vn.] 

THIS  rare  disease  was  first  described  in  1890  bj  Marie  (*  Eevue  de 
Medecine,'  1890,  p.  1),  who  then  differentiated  it  from  acrome- 
galy, but  it  was  apparently  not  recognised  in  England  until  one 
of  us  (Thorbum,  'Brit.  Med.  Joum.,'  1893,  vol.  i,  p.  1155)  pub- 
lished a  report  of  three  cases  in  1893.  Of  these  cases  the  first,  a 
lad,  T.  H — ,aged  21,  was  the  most  fully  described,  and  photographs 
of  his  limbs  illustrate  the  paper  already  referred  to.  From  that 
time  T.  H —  remained  undei*  observation  until  his  death  on  Sep- 
tember 13th,  1895,  and  in  Mr.  Thorbum's  absence  the  poet-mortem 
examination  was  then  carried  out  by  Mr.  Westmacott.  For  all 
statements  of  fact  relating  to  the  post-mortem  appearances  we  are 
jointly  responsible,  but  the  former  of  us  is  alone  to  be  held  account- 
able for  the  theoretical  considerations  which  conclude  this  paper. 

The  clinical  history  and  symptoms  of  this  patient,  having  been 
already  fully  recorded,  may  here  be  briefly  summarised.  At  the  age 
of  sixteen  he  suffered  from  an  affection  which  was  apparently 
regarded  as  a  patellar  bursitis,  but  which  is  shown  by  the  post-mortem 
examination  to  have  been  ostitis  of  the  head  of  the  right  tibia ;  as  a 
result  of  an  operation  then  performed,  he  had  scars  on  either  side 
of  the  insertion  of  the  right  ligamentum  patellae.  Shortly  after- 
wards the  patient  developed  spinal  caries,  with  a  lumbar  and  psoas 
abscess  on  the  right  side,  and,  having  again  been  operated  upon,  he 
retained  a  discharging  sinus  in  the  right  loin  and  a  marked  angular 
curvature  at  the  dorso-lumbar  jimction.  Enlargement  of  the  hands 
and  feet  was  first  noticed  by  T.  H —  in  1891,  when  he  was  eighteen 
years  of  age,  and  he  came  under  observation  in  the  beginning  of 
1892.  In  addition  to  the  spinal  condition  and  the  scars  about  the 
right  knee  there  was  now  evidence  of  a  vomica  at  the  apex  of  the 
left  lung,  general  anaemia,  and  the  specific  condition  of  enlargement 
of  the  limbs  which  constitutes  hypertrophic  pulmonary  osteo-arthro- 
pathy.     The  knee-joints  were  occasionally  painful  and  swollen,  with 
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permanent  thickening  of  the  sjnoTial  membranes  and  effusion  into 
their  synovial  sacs  whenever  the  patient  was  not  kept  in  bed.  The 
feet  were  symmetricallj  and  greatly  enlarged,  the  swelling  extending 
downwards  from  a  point  about  five  inches  above  the  ankle-joint 
over  the  entire  ankle  and  foot ;  the  malleoli  were  very  prominent. 
The  bones  of  the  affected  regions  were  clearly  the  seat  of  hyper- 
trophy, the  soft  parts  being  little  if  at  all  affected,  and  the  shaft  of 
the  left  tibia  was  thicker  than  that  of  the  right.  In  the  upper 
limbs,  enlargement  extended  symmetrically  downwards  from  about 
three  inches  above  the  wrist-joints  over  the  lower  part  of  the  fore- 
arms, the  wrists,  hands  and  fingers ;  here  also  the  bones  were  clearly 
enlarged;  the  ends  of  the  fingers  were  slightly  bulbous.  All  the 
extremities  were  pale,  and  free  from  any  appearance  of  congestion 
or  oedema.  Photographs  taken  at  this  period  and  published  in  the 
'  British  Medical  Journal  *  differ  in  no  way  from  the  later  illustration 
annexed  to  this  paper  (Fig.  12). 

From  the  time  of  the  report  of  this  case  in  1893,  until  the 
patient's  death  in  1895,  no  marked  changes  occurred;  the  lad 
became  gradually  feebler  and  more  anaemic,  diarrhoea  and  extreme 
exhaustion  ensued,  and  on  September  13th,  1895,  he  died  with  the 
usual  symptoms  of  amyloid  disease. 

As  negative  points  we  may  note  that  chest  symptoms  were  never 
prominent ;  the  thyroid  gland,  larynx,  and  features  were  normal,  as 
were  the  optic  discs,  and  there  was  never  any  indication  of  disease 
in  the  shoulders,  hips,  or  elbows.  The  accompanying  photograph 
was  taken  only  a  week  before  death,  and  illustrates  the  clinical 
appearances  (Fig.  12). 

The  autopsy  was  performed  after  some  delay,  and  the  weather 
being  intensely  hot  it  was  impossible  to  obtain  any  tissues  in  a 
condition  for  bacteriological  investigation,  nor  was  any  complete 
histological  examination  practicable  ;  but  we  were  able  to  examine 
and  retain  most  of  the  bones  and  joints,  which  are  now  fully 
illustrated. 

The  following  changes  were  found  in  connection  with  the  viscera. 
The  right  pleiuu  presented  recent  adhesions  over  the  entire  lung, 
except  on  its  posterior  border,  where  these  adhesions  were  older 
and  firmer;  on  the  left  side  there  were  firm  pleural  adhesions 
throughout;  neither  side  of  the  chest  contained  any  fluid.  The 
right  lung  was  somewhat  emphysematous,  especially  at  its  anterior 
border,  and  near  the  base  in  the  axillary  line  it  contained  a  hard 
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nodule  of  about  the  size  of  a  pea,  which  presented  the  histological 
appearances  of  chronic  pneumonia,  but  in  which  no  distinct  tubercles 
were  found.  The  left  lung  was  small,  bound  down  by  the  already 
mentioned  adhesions,  and  containing  at  the  apex  a  puckered  funnel- 
shaped  cicatricial  depression,  of  such  a  size  as  might  have  been  pro- 
duced by  indentation  with  the  tip  of  the  little  finger,  this  being  the 
only  trace  of  the  cavity  detected  in  1893 ;  here  also  no  tubercles  were 
found.  The  bronchial  tubes  on  both  sides  contained  a  small  amount 
of  frothy  fluid,  but  were  free  from  marked  dilatation.  The  bronchial 
glands  were  of  normal  size  and  deeply  pigmented,  containing  iron, 
which  was  also  found  throughout  the  lungs.  (The  patient's  occu- 
pation had  been  that  of  an  iron  turner.)  In  the  pericardium  were 
a  few  ounces  of  fluid,  but  the  heart  and  great  vessels  were  normal, 
as  was  the  thyroid  gland. 

The  brain  and  meninges  were  normal,  except  that  the  pituitary 
body  was  of  cartilaginous  hardness,  and  of  about  the  size  of  the 
kernel  of  a  hazel-nut ;  on  the  choroid  plexuses  were  non-tuber- 
cular granulations.  The  dorso-limibar  region  of  the  spine  showed 
the  changes  of  old  healed  caries,  the  anterior  parts  of  the  bodies 
of  the  lower  four  dorsal  and  upper  three  lumbar  vertebrae  being 
united  by  a  strong  buttress  of  bone ;  the  sinus  in  the  right  loin 
was  patent  externally,  but  did  not  reach  to  the  spine,  being  lost  in  a 
mass  of  cicatricial  tissue  behind  the  kidney. 

The  liver  was  very  large  and  hard,  weighing  130  ounces,  and  pre- 
senting the  usual  macroscopic  and  microscopic  appearances  of  ad- 
vanced amyloid  disease  with  fibrous  degeneration.  The  spleen, 
weighing  19^  ounces,  and  7  inches  in  length,  was  also  hard  and 
fibrous  with  marked  amyloid  degeneration.  The  kidneys  were 
normal.  In  the  intestines  were  traces  of  extensive  catarrhal  in- 
flammation, the  retro-peritoneal  glands  being  healthy.  The  left 
supra-renal  capsule  was  normal ;  that  on  the  right  side,  which  lay 
in  close  proximity  to  the  lumbar  sinus,  was  somewhat  enlarged, 
very  firm  in  consistency,  and  studded  with  perfectly  typical  giant- 
celled  tubercular  granulations. 

To  this  we  may  add  that  in  front  of  the  right  tibia,  at  the  site  of 
its  upper  epiphysial  cartilage,  there  was  a  rough  bony  prominence 
underlying  the  cutaneous  scars  already  mentioned,  and  clearly  due 
to  a  bygone  focus  of  inflanunation. 

The  visceral  changes  were  thus  those  of  amyloid  disease,  with 
cicatrices  in  both  lungs,  probably  of  tubercular  origin,  healed  caries 
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in  the  spine  and  right  tibia,  and  typical  tubercles  in  the  right  supra- 
renal capsule.  There  was  no  active  tuberculosis,  and  no  decomposing 
bronchial  secretion  or  purulent  acciunulation. 

The  skeletal  changes  were  far  more  extensive  than  had  been 
indicated  by  the  patient's  condition  during  life.  The  skull  presented 
a  smooth  external  surface,  but  was  rough  internally,  especially  on 
either  side  of  the  longitudinal  sinus  ;  it  was  extremely  dense,  and 
contained  no  diploe,  while  its  thickness,  as  observed  in  the  usual 
posi-martem  section,  was  increased  to' a  quarter  of  an  inch  at  the 
pterion  and  three  eighths  of  an  inch  in  the  occipital  and  frontal 
bones.  The  sternum,  ribs,  lower  jaw,  and  facial  bones  were  not 
removed  or  cut  into,  but  they  presented  no  abnormality,  and  no 
change  was  detected  in  the  temporo-maxillary  or  stemo-clavicular 
joints,  which  were  laid  open. 

Passing  now  to  the  limbs,  we  found  almost  universal  changes  in 
the  bones  and  joints,  the  osseous  lesions  being  essentially  those  of 
periostitis  with  some  sclerosis,  while  the  joint  changes  consisted  in 
a  remarkable  series  of  symmetrical  erosions  of  the  articular  carti- 
lages with  occasional  evidences  of  synovitis.  The  erosions  to  which 
we  shall  have  to  refer  consisted  in  a  thinning  of  the  cartilages 
without  loss  of  polish,  this  thinning  commencing  from  the  surface ; 
thus  in  many  places  the  cartilage  presented  a  distinct  shallow  hollow, 
well  seen  in  Figs.  14  and  16,  whereas  in  other  regions  where  the 
process  was  more  advanced  the  subjacent  bone  was  quite  exposed. 
The  cancelli  thus  laid  open  were  perfectly  normal  in  appearance, 
presenting  no  trace  of  superficial  eburnation,  and  there  were  no 
articular  ecchondroses  or  osteophytes.  These  changes  were 
almost  perfectly  symmetrical  on  the  two  sides  of  the  body, 
and  there  was  also  a  strong  family  likeness  between  the  hips 
and  shoulders  on  the  one  hand  and  the  knees  and  elbows  on 
the  other.  The  subperiosteal  deposits  on  the  bones  consisted 
of  a  very  loose  friable  sheath,  more  marked  at  the  attach- 
ment of  muscles  and  tendons,  and  therefore  more  evident  in 
the  shafts  than  at  the  ends  of  the  bones ;  on  this  deposit  the 
markings  of  surface  vessels  and  nutrient  foramina  were  very 
prominent.  In  no  case  was  there  the  slightest  bending  of  the 
bones. 

The  right  hip-joint  contained  a  small  quantity  of  glairy  straw- 
coloured  fluid ;  completely  surrounding  the  cartilage  on  the  head 
of  the  femur  was  a  narrow  ring  of  erosion,  exposing  the  bone,  and 
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extending  more  widely  on  the  anterior  aspect  of  its  head,  so  as  to 
approach  the  summit  of  the  articular  surface ;  the  ligamenttun  teres 
was  detached  from  the  acetabulum,  and  at  the  bottom  of  the  latter 
the  bone  cancelli  were  again  exposed ;  the  synoyial  membrane  and 
capsule  presented  no  change.  The  left  hip  contained  rather  more 
fluid  than  its  fellow ;  around  the  cartilage  of  the  head  of  the  femur 
was  the  usual  erosion,  with  a  wider  extension  anteriorly,  symme- 
trical with  that  of  the  right  side ;  the  ligamentum  teres  was  in  this 
case  detached  from  the  femur,  and  the  acetabulum  was  healthy    the 

Fia.  13. 


synovial  membrane  was  again  normal.     The  shaft  of  the  right  femur 
(Fig.  13)  was  covered  with  a  friable  sheath  of  new  bone,  and  it« 
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medullary  cavity  was  somewhat  encroached  upon  by  a  loose  cancel- 
lous tissue.  The  left  femur  presented  a  similar  subperiosteal 
aheath  and  was  densely  sclerosed,  almost  ivory-like  in  consistency^ 
and  with  a  medullary  cavity  of  the  diameter  of  a  lead  pencil. 

The  right  shoulder  contained  a  large  amount  of  serous  fluid ; 
the  cartilage  on  the  head  of  the  humerus  was  eroded  down  to  the 
bone  in  a  narrow  ring  which  completely  surrounded  its  margin  and 
extended  more  widely  on  the  anterior  aspect  of  the  head ;  the  glenoid 
cavity  and  synovial  membrane  were  healthy.  The  Uft  shoulder  was 
absolutely  identical  except  that  it  contained  a  still  larger  amount  of 
fluid  (Fig.  14).     The  shafts  of  the  humeri  presented  no  changes. 

Fig.  14. 


The  synovial  membrane  of  the  right  knee-joint  was  villous  and 
somewhat  gelatinous  throughout,  having  an  average  thickness  of 
about  half  an  inch ;  over  the  condyles  of  the  femur  the  cartilage 
was  thin,  and  presented  irregular  wavy  depressions,  resembling  the 
lines  caused  by  stroking  soft  wax  with  the  back  of  the  finger  nail ; 
at  the  inner  margin  of  the  internal  condyle  the  bone  was  completely 
exposed  (Fig.  13) .  On  the  cartilage  of  the  patella  were  also  hollowed 
streaks,  but  erosion  was  not  complete  at  any  point ;  on  the  head 
of  the  tibia  was  a  figure-of-eight  shaped  line  of  erosion  completely 
exposing  the  bony  margins  of  each  lateral  facet;  the  semilunar 
cartilages  were  healthy;  the  anterior  aspect  of  the  patella  was 
covered  with  the  usual  sheath  of  newly  formed  bone.  The  left  knee 
was   so  absolutely  symmetrical    in  its  appearances  and   in   the 
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distribution  of  its  erosions  that  no  detailed  or  separate  description 
is  required. 

The  right  iihia  and  fibula  presented  extensive  deposits  of  sub- 

FiG.  15. 
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periosteal  bone  formation,  the  sheaths  being  considerably  thicker 
than  those  of  the  femora ;  the  left  tibia  and  fibula  presented  the 
same  changes  in  a  still  more  marked  degree,  all  the  bones  of 
the  left  lower  Umb  being  thickened  to  a  greater  extent  than  the 
corresponding  bones  of  the  right  side  (Fig.  15).  The  changes  at 
the  head  of  the  right  tibia,  which  form  no  part  of  the  specific 
appearances  of  osteo-arthropathj,  have  been  already  mentioned. 

The  ankle-joints  were  free  from  synovial  effusion  or  alteration  of 
the  synovial  membrane,  but  each  presented  a  ring  of  erosion  aroimd 
the  edge  of  the  articular  cartilage  of  the  tibia,  with  a  small  area  of 
the  same  erosion  on  the  anterior  part  of  the  upper  articular  facet 
of  the  astragalus.  AH  the  tarsal,  metatarsal,  and  phalangeal  bones 
of  the  feet  presented  a  subperiosteal  sheath  of  new  bone,  which 
was,  however,  less  marked  on  the  proximal  phalanges  than  else- 
where, and  small  erosions  of  cartilage  of  the  usual  type  were  foimd 
in  all  the  articulations  of  the  feet. 

The  night  elbow-joint  contained  a  slight  excess  of  fluid,  its  synovial 
membrane  being  apparently  healthy ;  the  cartilaginous  surface  of 

Fia.  16. 
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the  humerus  was  eroded  down  to  the  bone  at  the  edges  of  the 
trochlear  surface,  and  a  transverse  band  of  erosion  nearly  three- 
quarters  of  an  inch  wide  ran  across  the  great  sigmoid  cavity  of  the 
ubia ;  in  the  superior  radio-uhmr  articulation  the  ulnar  cartilage 
had  entirely  disappeared  posteriorly,  its  erosion  being  thus  con- 
tinuous with  that  of  the  great  sigmoid  cavity,  while  the  cartilage 
on  the  head  of  the  radius  had  disappeared  on  its  outer  aspect, 
but  was  unaltered  on  the  inner  aspect  of  its  circumference ; 
the  humeral  aspect  of  the  head  of  the  radius  being  normal. 
The  left  elbow  was  exactly  symmetrical  (Fig.  16).  In  the  inferior 
radiO'Ulnar  articulations  of  each  side  the  erosions  were  incom- 
plete, causing  thinning  of  the  cartilages  without  exposing  the 
osseous  tissue,  and  in  each  case  this  thinning  was  marked  at  the 
centre  of  the  radial  cartilage  and  at  the  extremities  of  that  on  the 
ulna,  so  that  the  affected  areas  were  not  opposed  but  alternating. 
The  shafts  of  the  radii  and  ulnm  presented  marked  periosteal 
deposits ;  the  lower  epiphysis  of  the  right  ulna  became  separated 
during  maceration  (Fig.  17). 

Finally  the  carpal,  metacarpal,  and  phalangeal  bones  of  the 
haiids  were  covered  with  the  usual  sheath  of  new  bone,  which  was 
most  marked  at  the  carpus  and  at  the  base  of  the  metacarpus, 
and  small  erosions  were  found  in  most  of  the  joints  of  the  hands. 
(Plate  VII.) 

Remarhn. — Two  previous  post-mortem  examinations  of  cases  of 
hypertrophic  pulmonary  osteo-arthropathy  have  been  made  by 
Lefebvre  ('Th^se  de  Paris,'  1891),  and  Rauzier  ('Rev.  de  Med./ 
1891,  p.  30)  respectively,  but  both  of  them  are  very  incomplete,  and 
in  a  third  case  (Springthorpe,  *Brit.  Med.  Joum.,*  1895,  vol.  i, 
p.  1257)  there  was  no  examination  of  the  bones  and  joints.  The 
appearances  formerly  described  are,  however,  clearly  similar  to  those 
met  with  in  our  case.  Lefebvre,  describing  the  radius,  states  that 
the  diameter  of  the  diaphysis  was  increased  by  the  subperiosteal 
deposit  of  friable  layers  of  new  bone,  and  that  **  the  articular  sur- 
faces of  the  radio-ulnar  joint  present  a  slight  loss  of  polish,  and  at 
the  level  of  the  outer  border  of  the  scaphoid  is  found  a  slight 
erosion  of  cartilage  corresponding  to  the  radio-carpal  joint."  In 
the  same  case  the  metatarsal  bones  and  the  upper  row  of  phalanges 
were  unaltered,  but  the  terminal  phalanges  showed  some  rarefaction. 
Histologically,  the  bones  of  the  forearm  presented  changes  of  rare- 
f  active  ostitis  with  periosteal  thickening,  and  chemically  they  yielded 
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DESCRIPTION  OF  PLATE  VII. 

Illustrating  a  paper  by  Messrs.  W.  Thorbum  and  F.  H.  West- 
macott  on  "The  Pathology  of  Hypertrophic  Pulmonary  Osteo- 
arthropathy."    (Page  177.) 

From  a  photograph.  It  represents  a  sahperiosteal  deposit  of  bone,  especiallj 
about  the  bases  of  the  metacarpals  and  on  the  more  distal  phalanges. 
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an  excess  of  fat  with  too  small  a  proportion  of  lime  salts.    In  the 
articular  cartilages  were  a  few  "vacuoles.*'     Rauzier  describes 

Fig.  17. 


'Similar  changes  in  the  bones,  erosions  at  the  margins  of  articular 
cartilages  and  slight  synovial  effusion  into  the  elbow,  wrist,  knee, 
^md  carpo-metacarpal  joints.      Bamberger   ('  Zeitschr.    fur  klin. 
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Med.,*  1891,  p.  193)  also  records  several  post-rnortem  examiiia- 
tions  of  the  bones  of  persons  affected  with  bronchiectasis  which 
showed  widely-spread  subperiosteal  deposits,  and,  in  one  case, 
sclerosis,  several  of  his  figures  resembling  most  closely  the  bones 
which  we  have  been  describing,  but  he  found  no  changes  in  the 
joints.  There  can  be  no  doubt  that  some  of  his  cases  are  examples 
of  the  disease  under  consideration,  but  his  paper  refers  also  to  other 
conditions  arising  from  the  congestion  of  heart  disease,  and  he 
writes  without  detailed  reference  to  Marie's  description  of  hyper- 
trophic pulmonary  osteo-arthropathy. 

We  may  now  safely  state  that  the  condition  which  we  have 
described  is  one  of  very  extensive  periostitis  of  an  extremely  chronic 
tyjje,  accompanied  by  articular  lesions  of  which  the  most  prominent 
feature  is  an  atrophy  of  the  artyjular  cartilages,  this  atrophy 
giving  the  impression  of  a  chemical  solution  rather  than  of  any 
active  cellular  changes. 

The  pathology  of  the  condition  is,  however,  highly  obscure. 
Marie,  reasoning  from  the  clinical  appearances,  attributes  it  to  the 
decomposition  of  secretion  in  dilated  bronchi,  or  of  pus  in  the 
cavities  of  empyemata,  followed  by  absorption  of  the  resulting  toxines» 
and  he  suggested  that  these  toxines  then  excited  a  periostitis  or 
arthritis,  owing  to  their  having  an  "  elective  action  "  upon  the  bones 
and  joints.  He  compares  the  disease  to  the  pseudo-rheumatism  of 
Bouchard  and  to  gouty  intoxication.  Bamberger  adopts  a  similar 
explanation  of  his  cases,  and  compares  the  periostitis  with  that 
shown  by  Wegner  and  Gies  to  result  from  the  action  of  phos- 
phorus and  arsenic,  that  variety  being  a  direct  result  of  chemical 
intoxication.  It  is  interesting  to  note  also  that  Bamberger  found 
no  evidence  of  similar  bone  lesions  in  cases  of  tuberculosis,  and 
that  he  endeavoured  to  prove  by  bacteriological  examination  of  the 
sputum  that  none  of  his  patients  were  tubercular.  He  further 
traces  a  connection  between  the  date  of  onset  of  foetid  sputum  on 
the  one  hand,  and  of  osseous  pains  on  the  other,  and  he  attempted, 
without  success,  to  produce  bone  changes  in  animals  by  the  rectal 
injection  of  the  foetid  sputum  of  bronchiectasis.  On  the  other 
hand,  the  well-marked  amyloid  changes  which  we  have  described^ 
and  which  have  been  clinically  observed  in  other  cases,  indicate 
prof  ound  chemical  changes,  and  it  is  not  inconceivable  that  the  peri* 
ostitis  and  amyloid  lesions  may  be  joint  effects  of  a  common  cause, 
or  that  the  chemical  disturbances  resulting  from  amyloid  disease 
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may  lead  to  the  production  of  a  poison  capable,  under  certain  cir- 
cumstances, of  causing  periostitis.  In  our  ease  the  theory  of  absorp- 
tion and  toxic  periostitis  is  met  by  the  difficulty  that  we  had  no 
large  decomposing  accumulation,  and  even  if  we  take  the  view  that 
the  entire  condition  is  one  of  septic  inoculation  rather  than  of  septic 
intoxication,  we  must  admit  that  the  effect  appears  out  of  all  pro- 
portion to  the  possible  cause. 

The  remarkable  symmetry  of  the  lesions  and  the  absence  of 
clinical  symptoms  in  joints  so  extensively  altered,  as  well  as  certain 
general  resemblances  to  other  neuropathic  affections  of  the  bones 
and  joints,  suggested  a  possible  nervous  origin  for  the  condition, 
but  in  the  absence  of  any  positive  evidence  in  its  favour  this  idea 
was  at  once  rejected.  That  mere  congestion  cannot  cause  the 
changes  described  appears  sufficiently  obvious  from  the  facts  that 
they  are  not  met  with  in  association  with  the  congestive  clubbed 
fingers  of  many  cardiac  and  limg  diseases,  and  that  in  our  case  there 
was  neither  an  obvious  cause  for  congestion  nor  any  clinical  evi- 
dence of  the  existence  of  such  a  condition. 

Syphilis  is  excluded,  on  the  one  hand,  by  the  absence  of  penile 
cicatrix  or  other  manifestations  of  the  acquired  disease,  and  on  the 
other,  by  the  absence  of  any  changes  in  the  teeth,  nose,  lips,  comese, 
or  elsewhere,  which  might  suggest  a  congenital  condition.  The 
disease  differs  so  widely  from  osteo-arthritis,  osteitis  deformans,  or 
any  other  well-recognised  condition  that  no  further  discussion  of 
its  autonomy  is  necessary. 

In  the  paper  previously  referred  to,  one  of  us  suggested  the  pos- 
sibility of  a  widely-spread  tuberculosis  of  low  intensity,  a  condition 
occupying  a  relationship  to  the  classical  tubercidar  lesions  of  bones 
and  joints,  similar  to  that  which  lupus  or  Bazin's  disease  occupies 
to  "  tubercidar  ulcers "  of  the  skin.  Like  many  cases  of  lupus, 
osteo-arthropathy  is  widely  spread  and  symmetrical,  as  well  as  being 
extremely  chronic,  and  the  affected  regions  very  closely  resemble  in 
their  clinical  appearance  those  attacked  by  ordinary  strumous  joint 
disease. 

In  the  present  case  we  have  evidence  of  a  tubercular  infection 
such  as  might  be  competent  to  produce  the  required  conditions. 
The  visceral  lesions  were  widely  disseminated,  but  had  all  healed,  in 
spite  of  the  fact  that  the  general  condition  became  progressively 
worse  up  to  the  time  of  death,  and  there  can  be  no  reasonable  doubt 
that  these  lesions  were  tubercidar.     The  periosteal  inflammation  is 
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one  which  the  tubercular  virus  is  competent  to  produce,  and 
closely  resembles  the  periostitis  often  found  on  the  shafts  of  bones 
affected  by  tuberctdar  epiphysitis.  The  changes  in  the  synovial  mem- 
branes of  the  knees  were  also  of  the  type  of  tubercular  disease,  but 
the  other  joints  were  further  removed  from  this  type,  and  all  that 
can  be  said  of  them  is  that  they  suggest  the  action  of  a  chemical 
poison  rather  than  of  an  organised  irritant.  While,  therefore, 
the  suggestion  that  osteo-arthropathy  is  a  diffused  tuberculosis  is 
far  from  receiving  satisfactory  confirmation,  it  still  remains  as  a 
possible  explanation  of  the  changes  met  with,  the  objection  that  not 
all  recorded  cases  have  been  associated  with  tubercular  disease  of 
the  lungs  applying  equally  to  all  other  theories  yet  advanced,  none 
of  which  are  competent  to  include  all  the  reported  cases. 

Finally,  we  may  mention  as  a  purely  tentative  hypothesis  the 
su^estion  of  Springthorpe  (loc.  cit.)  that  the  conditions  found 
might  result  from  mal-oxygenation — a  suggestion  which  finds  no 
support  from  our  case.  May  19ihy  1896. 


4.  Case  of  osteitis  deformans. 
By  F.  J.  Fielder  (i>er  J.  H.  Taboett,  M.S.). 

HISTORY  OF  Case. — The  patient  was  a  woman  aged  45.  She  was 
first  seen  in  Jime,  1894,  complaining  of  great  pain  in  the 
Umbs,  which  was  always  present,  but  worse  at  night.  She  had  had 
twelve  confinements ;  six  children  were  living  and  six  were  dead, 
two  of  them  from  (P)  tuberculosis.  Her  husband  suffered  from 
choroiditis,  probably  due  to  syphilis.  The  patient  was  in  needy 
circumstances,  being  separated  from  her  husband,  and  having  to 
work  hard  to  support  herself  and  family.  She  began  to  notice  her 
legs  were  getting  broader,  and  becoming  bowed,  some  two  or  three 
years  previously,  but  was  unable  to  fix  the  date  more  exactly.  At 
first  there  was  little  pain,  but  it  had  steadily  increased,  and  was  de- 
scribed as  of  a  dull,  boring  character,  with  exacerbations  at  night, 
when  it  waked  her  up  with  the  sensation  of  something  shot  through 
her.     She  was  three  to  four  inches  shorter  than  formerly.    Heart, 
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lungs,  and  urine  normal.      No  enlargement  of  liver  or  spleen. 
Menstruation  regular. 

On  examination  the  bones  of  the  head  were  foimd  to  be  very 
regularly  enlarged,  though  the  right  frontal  eminence  projected 
further  than  the  left.  She  stated  that  her  head  was  affected  after 
the  legs.  The  face  bones  were  natural.  The  ribs  were  crowded 
together,  and  the  breathing  was  entirely  diaphragmatic.  The  spine 
was  curved  in  the  upper  dorsal  region.  The  limbs  as  a  whole  were 
considerably  bent,  and  the  disease  seemed  to  be  chiefly  situated  in 
the  neighbourhood  of  the  shoulder-  and  knee-joints.  The  right  side 
of  the  body  was  more  affected  than  the  left.  There  was  no  tender- 
ness on  pressure  over  the  bones. 

Various  drugs  were  given  to  relieve  the  pain,  but  with  little  effect ; 
the  best  results  were  obtained  from  a  mixture  containing  arseniate 
of  soda  and  iodide  of  iron.  The  patient  wasted  while  under  obser- 
vation. In  July,  1895,  oedema  of  the  left  foot  supervened,  and  a 
tumour  was  felt  in  the  left  iliac  fossa.  The  pain  from  the  pressure 
of  the  tumour  became  very  great,  while  that  in  the  bones  subsided. 

The  patient  died  on  September  20th,  1895,  of  pneumonia. 

Atdopsy. — The  body  measured  5  feet  in  length.  There  was  a 
soft,  friable  growth  in  the  left  iliac  fossa,  weighing  6J  lbs.  It 
extended  from  the  left  kidney  downwards  beneath  Poupart's  liga- 
ment for  three  inches  into  the  thigh,  and  internally  into  the  left 
broad  ligament.  On  the  outside  it  was  bounded  by  the  abdominal 
wall,  and  its  circumference  was  about  22  inches.  The  growth  was 
covered  in  front  with  the  peritoneum.  There  were  no  secondary 
deposits  in  the  liver,  and  the  left  kidney,  though  much  displaced 
upwards,  was  healthy.  Histologically  the  tumour  was  a  sarcoma 
composed  of  roimd  and  spindle-shaped  ceUs. 

The  skeleton  is  preserved  in  the  College  of  Surgeons'  Museimi. 
The  $kuU  before  drying  weighed  5  lbs.  3  oz.,  but  afterwards  it 
was  only  3  lbs.  3  oz.  Its  capacity  is  1110  c.mm. ;  its  greatest 
circumference  is  24  inches  (in  life  25J  inches)  ;  and  the  greatest 
thickness  of  the  calvariimi  is  li  inches.  The  bones  forming  the 
base  of  the  skull,  including  the  basi-occipital,  are  very  slightly 
affected.  The  spine  shows  ankylosis  of  the  fifth  and  sixth,  and  the 
eighth,  ninth,  and  tenth  dorsal  vertebrae,  with  curvature  to  the  left 
side. 

Upper  extremity, — The  left  clavicle  measures  133  mm.  in  length, 
and  40  mm.  in  circumference ;   the  right  135  mm.  and  64  mm. 
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respectively.  The  sternum  is  160  mm.  long,  and  52  mm.  at  widest 
part.  The  upper  half  of  each  humerus  is  thickened,  and  the  whole 
diaphysis  is  curved  forwards.  The  pelvis  shows  great  thickening  of 
the  iliac  crests ;  the  following  measurements  were  taken : 

Between  tuberosities  of  ischium  .116  mm. 

„        spines  „       .        .        .     104    „ 

„        anterior  superior  spines  .     245    „ 

True  conjugate  diameter    ....     106    „ 
Right  oblique  „  ....     128    „ 

Left         „  „  .         .         .         .     108    „ 

There  is  much  erosion  of  the  inner  surface  of  the  left  ilium  and 
the  adjacent  edge  of  the  sacrum  produced  by  the  abdominal  tumour. 
The  width  of  the  right  femur  at  the  centre  of  the  shaft  is  26  mm., 
that  of  the  left  femur  is  46  mm. 

The  following  parts  of  the  skeleton  are  unaffected,  or  very  slightly 
so: — the  hands  and  forearms,  the  feet,  fibulae,  patellae,  ribs,  and 
scapulae  except  their  spinous  processes.  On  the  other  hand,  the 
parts  most  affected  are : — Entire  length  of  left  femur  and  upper  half 
of  left  tibia,  lower  half  of  right  femur,  and  upper  three-fourths  of 
right  tibia,  right  clavicle,  both  humeri,  calvarium,  and  lower  jaw 
especially  on  the  right  side.  May  I9th,  1896. 
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OF  JOINTS. 

{February  18th,  1896.) 

Introduced  by  William  Anderson. 

IT  has  probably  appeared  to  most  of  us  that  the  pathology  of  the 
joint  lesions  which  lead  to  ankylosis  is  still  incomplete.  Mr. 
Howard  Marsh,  in  his  valuable  paper  read  before  the  British  Medical 
Association  in  July  of  last  year,  has  led  the  way  towards  a  better 
knowledge  by  recording  a  number  of  instances  in  which  bony  anky- 
losis had  occurred  independently  of  suppuration,  some  dependent 
upon  rare  conditions  which  have  as  yet  received  little  attention,  some 
upon  tubercular  and  other  lesions  of  a  more  familiar  nature.  It  is 
in  this  manner  we  must  look  for  advance  of  knowledge,  and  we  must 
look  in  all  directions. 

Ankylosis  is  commonly  regarded  as  a  question  of  purely  surgical 
interest,  but  it  should  not  be  so ;  for  some  of  the  most  interesting 
contributions  towards  a  new  and  broader  study  will  come  from 
physicians,  whose  experience  brings  them  in  contact  with  cases,  often 
of  great  complexity,  which  may  never  reach  the  surgical  ward  or 
consulting  room.  If  we  are  to  learn  the  subject  as  a  whole,  our 
survey  must  be  as  wide  as  possible,  and  we  must  record  with 
especial  care  every  example  that  appears  difficult  to  understand. 
When  the  accumulated  material  is  sufficiently  large  we  may 
hope  to  fill  up  many,  if  not  all  of  the  gaps  in  our  pathological 
knowledge. 

It  is  not  desirable  to  separate  fibrous  and  osseous  ankylosis  in 
our  inquiry,  because  the  same  causes  may  lead  to  either,  or  the  first 
may  undergo  conversion  into  the  second ;  moreover,  it  is  difficult  to 
diagnose  between  the  two  until  the  parts  are  examined  imder  an 
ajisBsthetic,  or  exposed  by  the  knife. 

13 


Digitized  by 


Google 


194  DISCUSSION   ON   NON-SUPPDRATIVE 

I  shall  venture  to  offer  a  tentative  classification  of  the  group  of 
non-suppurative  ankyloses,  with  some  remarks  under  each  heading. 
It  leaves  much  for  subsequent  addition  and  correction,  but  it  may 
serve  as  a  basis  for  present  discussion. 

We  may  define  "true"  ankylosis  as  a  more  or  less  complete 
suppression  of  the  normal  mobility  of  a  joint,  due  either  to  union 
of  the  opposed  articular  surfaces  of  fibrous  or  osseous  tissue,  or  to 
changes  in  the  capsular  structures,  or  to  a  combination  of  these  two 
conditions.  Suppuration  may  play  a  part  in  any  of  the  groups,  but 
it  is  only  with  cases  in  which  no  evidence  of  pus  formation  is  present 
that  I  propose  to  deal  on  this  occasion.  Conditions  of  "  false  '* 
ankylosis,  dependent  upon  causes  lying  outside  the  joint  structures, 
will  also  be  omitted  from  consideration. 

It  must  of  course  be  understood  that  the  degree  of  limitation  of 
movement  that  justifies  the  use  of  the  term  "  ankylosis  "  is  still  un- 
fixed ;  for  while  in  the  first  group  bony  ankylosis  leads  to  complete 
annihilation  of  motion,  and  fibrous  ankylosis  may  be  little  less 
absolute,  in  the  second  group  certain  changes  in  the  capsular 
structures  may  induce  every  possible  degree  of  interference  with  the 
normal  range  of  mobility,  from  a  scarcely  perceptible  diminution  to  a 
complete  suppression,  and  there  must  necessarily  be  a  point  at  which 
the  surgeon  would  cease  to  employ  the  word  "  ankylosis  "  at  all. 
The  difficulty,  however,  is  rather  academical  than  practical,  and 
may  be  neglected. 

1.  The  inflammatory  forms  may  be  grouped  according  to  their 
causation  as  follows  : — (a)  due  to  mechanical  injuries ;  O)  due  to 
local  irritation  set  up  by  toxic  elements  conveyed  by  the  circulation ; 
and  (y)  due  to  various  affections  of  the  nervous  system.  In  the 
first  and  second  groups,  evidence  of  suppuration  may  or  may  not 
be  present ;  the  third  is  essentially  non-suppurative. 

(a)  From  mechanical  injuries. — The  injuries  include  severe  con- 
tusions of  joint  surfaces,  fractures  into  a  joint,  a  variety  of  other 
accidental  lesions  that  need  not  be  specified,  and  lastly,  surgical 
operations. 

Cases  of  ankylosis  from  simple  contusion  are  comparatively  rare ; 
but  it  is  certain  that  such  an  injury,  even  in  a  comparatively  healthy 
subject,  may  set  up  changes  which  may  end  in  fibrous  or  even  in 
bony  union  of  the  articular  surfaces.  Mr.  Howard  Marsh  has 
related  a  case  of  bony  ankylosis  of  the  temporo-maxillary  articu- 
lation caused  by  a  heavy  fall  upon  the  chin,  and  the  following  case 
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may  be  taken  as  a  type  of  a  condition  of  fibrous  ankylosis,  which 
in  the  hip  may  closely  simulate  the  osseous  form. 

The  patient,  a  boy  aged  18,  was  admitted  into  St.  Thomas's 
Hospital  in  September,  1894,  with  a  contusion  of  the  right  hip, 
caused  by  a  fall  from  a  height  of  ten  feet  upon  the  trochanter. 
He  appears  to  have  been  a  fairly  healthy  subject  before  the 
accident. 

On  admission  the  joint  was  painful  and  swollen,  but  freely 
moveable,  and  there  was  some  febrile  disturbance,  the  temperature 
reaching  a  maTrimum  of  101°,  but  fluctuating  considerably.  At  the 
end  of  thirteen  days  the  symptoms  subsided,  and  he  left  the  hospital 
apparently  well  except  for  a  slight  limp  on  walking.  After  his 
discharge  the  imperfection  of  gait  persisted,  and  the  joint  remained 
subject  to  occasional  attacks  of  pain,  which,  however,  did  not  prevent 
the  patient  from  following  his  occupation ;  but  gradually  the  stiff- 
ness increased,  and  at  the  end  of  a  twelvemonth  the  joint  had 
become  absolutely  rigid.  He  was  readmitted  on  the  13th  of 
February  last.  There  was  neither  pain  nor  swelling  about  the 
articulation,  but  the  movements,  voluntary  and  passive,  were  com- 
pletely lost,  and  the  joint  surfaces  appeared  to  be  united  by  bone. 
The  thigh  was  fixed  in  a  position  of  adduction  (30°)  and  flexion 
(15°).  Under  an  ansesthetic  it  was  found  that  the  ankylosis  yielded 
to  strong  manipulation,  and  the  thigh  could  then  be  moved  to  a 
limited  degree  in  all  directions.  The  gain,  however,  was  not  pre- 
served, although  persevering  efforts  were  made  to  keep  up  the 
movements  by  manipulation,  aided  from  time  to  time  by  chloroform, 
and  at  the  present  time  the  fixation  of  the  hip  is  to  all  intents  and 
purposes  as  complete  as  though  an  osseous  ankylosis  had  occurred. 
In  this  case  arthritis  had  been  set  up  by  the  contiision  of  the 
surfaces,  and  the  movements  of  the  articulation,  being  painful,  had 
been  imconsciously  suppressed  by  the  patient  until  the  two  opposed 
surfaces  had  become  firmly  imited  by  fibrous  adhesions ;  adaptive 
changes  had  simultaneously  taken  place  in  the  capsular  structures, 
and  the  function  of  the  joint  was  permanently  destroyed.  It  is 
possible  that  the  fibrous  uniting  material  may  eventually  become 
bony.  In  a  similar  case,  two  years  ago,  it  was  necessary  to  perform 
osteotomy  in  order  to  rectify  the  inconvenient  position  assumed  by 
the  limb,  and  the  consequent  spinal  deformity. 

O)  Both  suppiirative  and  non-suppiirative  ankylosis  may  be  set 
up  by  the  local  action  of  toxic  elements  conveyed  by  the  blood* 
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They  may  arise  from  various  septicmmie  conditiona  in  coimectioii 
with  typhoid  fever,  scarlet  fever,  <fec.  Oonorrhceal  atihritis  may  also 
lead  to  a  permanent  ankylosis.  I  have  now  under  observation  a 
patient  whose  elbow  is  rigidly  fixed  at  right  angles  as  a  result  of 
gonorrhoeal  "rheumatism,"  in  spite  of  repeated  efforts  to  restore 
the  function  of  the  joint  by  passive  movements.  Bkeumatism  is  a 
well-known  and  potent  cause  of  non- suppurative  ankylosis  which 
njay  end  in  bony  union  of  the  surfaces.  Mr.  Bennett's  case  of 
osseous  ankylosis  of  the  temporo-maxillary  articulation,  brought 
before  the  Clinical  Society  a  few  years  ago,  may  be  taken  as  a 
type  of  the  condition ;  but  it  is  possible  that  many  cases  of  anky- 
losis preceded  by  joint  effusions  of  a  very  different  origin  have 
been  wrongly  assigned  to  the  great  "  universal  provider  "  of  joint 
X)ains.  Oouty  ankylosis  is  better  known  to  the  physician  than  the 
surgeon,  as  few  cases  apply  for  surgical  treatment.  Tubercular 
arthritis  is  the  most  common  cause  of  ankylosis  preceded  by  sup- 
puration, and,  as  Mr.  Howard  Marsh  has  shown,  it  may  lead  to 
complete  bony  union  of  the  joint  surfaces  without  any  evidence  of 
pus  formation.  I  have  notes  of  three  cases  of  the  kind.  It  must, 
however,  be  remembered  that  pus  formation  is  not  always  accom- 
panied by  visible  signs  of  its  presence  or  followed  by  external 
discharge.  Lastly,  a  syphilitic  arthritis  must  be  accepted  as  a  pos- 
sible cause  of  ankylosis,  but  the  termination  is  a  rare  one,  and  I 
have  not  yet  been  able  to  find  records  of  any  examples  of  it. 

(y)  Ankyloses  of  infiammatory  origin  due  to  affections  of  the 
nervous  system  are^  less  familiar  than  those  of  the  preceding  groups. 
Charcots  disease  is  said  to  give  rise  to  bony  ankylosis  without 
suppuration,  but  the  specimens  that  have  been  shown,  all  of  foot 
bones,  leave  it  doubtful  whether  the  changes  may  not  have  been 
induced  by  pyogenic  organisms  admitted  through  a  perforating 
ulcer.  In  a  case  under  my  own  observation,  where  ankylosis  had 
undoubtedly  occurred,  the  integuments  appeared  to  be  entire,  but 
on  dose  examination  the  scar  of  a  perforating  ulcer  was  found 
under  the  metatarso-phalangeal  joint  of  the  great  toe,  and  the  first 
phalanx  of  the  toe  had  become  almost  completely  removed  by  a  quiet 
process  of  disintegration  and  absorption  that  had  not  even  attracted 
the  attention  of  the  patient. 

In  chronic  osteo-arikritis  (accepting  this  as  a  disease  of  nervous 
origin)  ankylosis  undoubtedly  happens,  but  only,  I  believe,  in  an 
indirect  way,  by  a  process  of  ossification  extending  along  the  liga- 
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ments,  or  more  rarelj  by  fusion  of  osteophytes.  A  joint  embarrass- 
ment which  may  simulate  ankylosis  is  not  infrequently  induced  by 
contact  of  osteophytic  growth  from  opposed  bones,  but  the  growths 
seldom  fuse.  In  the  vertebral  column,  however,  both  processes, 
ligamentary  ossification  and  fusion  of  osteophytes,  may  be  met  with, 
and  as  a  secondary  process  the  intervertebral  discs  may  be  replaced 
by  bone. 

The  division  of  a  nerve  may  possibly  lead  to  joint  effusions  and 
ankylosis.  Mr.  Bowlby  reports  a  case  of  section  of  the  median  nerve 
in  which  the  joints  became  contracted  and  stiff,  and  one  of  the  inter- 
phaJangeal  articulations  was  obliterated  by  bony  union  of  the 
opposed  surfaces.  This  occurrence  is  so  exceptional,  that  one  is 
tempted  to  attribute  the  ankylosis  to  some  intercurrent  disease  of 
different  oiigin,  but  the  evidence  offered  by  the  case  to  be  presently 
quoted  tends  to  support  the  other  view. 

Acute  peripheral  neuritis  may  apparently  induce  arthropathic 
troubles  not  unlike  those  just  related.  A  case  was  brought  before  the 
Medical  Society  by  myself  in  1894,^  which  can  scarcely  be  explained 
on  any  other  hypothesis.     Its  main  features  are  as  follows. 

The  patient,  a  boy  of  fifteen,  was  attacked,  after  a  hard  day's 
skating,  with  fever,  accompanied  by  severe  pains  in  the  legs  and 
effusion  into  all  the  joints  of  both  lower  extremities,  from  the  hips 
to  the  toes,  those  of  the  rest  of  the  body  remaining  intact.  The 
acute  signs  were  followed  by  ankylosis  of  the  affected  joints,  the 
toes  becoming  fixed  in  a  position  of  flexion  at  the  phalangeal  joints, 
the  rest  of  the  articulations  in  extension.  A  few  weeks  later  it  was 
seen  that  the  joint  lesions  were  accompanied  by  a  well-marked 
atrophy  of  the  skin  of  the  lower  limbs,  with  transverse  HnesB 
atrophicse  and  extreme  degeneration  of  certain  groups  of  leg  muscles. 
There  were  no  signs  of  cardiac  disease,  and  no  history  of  rheumatism 
in  the  patient  or  in  his  family.  Under  long  and  persevering  use  of 
massage,  galvanism,  and  passive  movements,  the  joints  slowly 
regained  the  greater  part  of  their  mobility,  and  the  patient  made  a 
fairly  complete  recovery  without  disablement,  but  not  imtil  more 
than  two  years  after  the  beginning  of  the  attack. 

I  believe  that  the  pathology  of  this  condition  is  best  explained 

on  the  hypothesis  of  an  acute  peripheral  neuritis  determined  by 

the  combined  influences  of  the  lowering  of  temperature  in  the 

limbs  by  cold,  and  the  functional  overtax  upon  the  neuro-mus- 

^  '  Transactions  of  the  Medical  Society,'  vol.  xvii,  p.  104. 
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cular  apparatus  by  the  prolonged  exertion  in  skating.  This  view 
is  supported  by  the  limitation  of  the  affection  to  the  joints  of  the 
lower  limbs,  the  presence  of  atrophy  and  impaired  sensation  in 
the  skin,  and  the  wasting  and  degenerative  reactions  of  certain 
groups  of  muscles.  The  contraction,  effusion,  and  ankylosis  bore 
considerable  resemblance  to  the  changes  in  Mr.  Bowlby's  case,  and 
it  is  probable  that  the  ankylosis  would  have  eventually  become  bony 
in  some  of  the  joints  had  not  enei^tic  local  treatment  been  adopted. 

2.  Thb  degenerative  foams  of  ankylosis  may  depend  upon 
ossification  of  ligaments,  and  upon  forcible  and  long-continued 
pressure  of  opposed  articular  surfaces  against  each  other. 

(a)  Ossification  of  ligaments  may  be  seen  in  the  vertebral  column, 
and  in  the  tarsal  and  carpal  bones.  It  is  usually  a  result  of  chronic 
osteo-arthritis,  but  sometimes  occurs  in  cases  where  there  is  no 
evidence  of  this  complaint.  Most  of  the  preparations  in  our  museums 
show  osteophytic  formations,  and  it  is  from  these  that  the  ligamen- 
tous degeneration  appears  to  start ;  but  in  a  few  there  are  no  osteo- 
phytic prominences,  and  we  are  left  in  doubt  whether  they  have  ever 
existed,  or  whether  they  have  disappeared  by  absorption  as  a  natural 
result  of  the  loss  of  movement  in  the  articulation.  Dr.  Hilton 
Fagge's  case,  recorded  in  the  'Transactions  of  the  Pathological 
Society  *  (vol.  xxviii,  p.  203),  was  probably  an  example  of  ossification 
of  ligaments,  and  the  softening  of  the  bones  noted  as  a  special  feature 
of  the  condition  may  have  been  only  secondary  to  disease. 

($)  Forcible  and  long-continued  compression  of  opposed  articular 
surfaces  against  each  other  may  lead  to  the  disappearance  of  carti- 
lage and  fusion  of  bones.  Mr.  Arbuthnot  Lane  has  described 
cases  of  ankylosis  of  the  cervical  vertebrse  in  porters  who  carry 
weights  on  their  heads ;  and  Mr.  Bland  Sutton  refers  to  analo- 
gous conditions  in  oxen  which  are  yoked  by  the  horns.  The  anky- 
losis taking  place  in  extreme  lateral  curvature  along  the  concave 
side  of  the  spinal  column  is  probably  of  the  same  nature,  and  is  a 
sequel  to  the  absorption  of  cartilage  and  direct  contact  of  bony 
surfaces. 

(y)  With  these  we  may,  perhaps,  include  as  a  degenerative  pro- 
cess the  adaptive  rigidity  of  joints  developed  as  a  result  of  long- 
continued  immobilisation,  which  also  complicates  joint  diseases  of  an 
inflammatory  nature. 

3.  Lastly,  there  are  various  obscure  conditions,  possibly  of  neurotic 
origin,  which  cannot  at  present  be  classified.    The  experience  neces- 
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eary  for  a  better  cctaiprehension  of  the  group  can  only  be  arrived  at 
by  a  publication  of  all  examples  with  which  we  may  be  thrown  into 
contact,  and  it  is  as  a  contribution  to  this  record  that  I  bring  forward 
the  following  case. 

The  patient,  who  is  in  attendance  for  examination,  is  a  man  aged 
30,  of  nervous  temperament  and  slender  configuration,  free  from 
any  signs  of  inherited  disease.  He  has  been  the  subject  since  the 
age  of  ten  of  a  series  of  subacute  articular  lesions  arising  without 
apparent  cause,  and  terminating  in  fibrous  or  osseous  ankylosis  of 
the  joints  attacked. 

During  the  first  ten  years  of  his  life  he  was  strong  and  active, 
and  had  suffered  only  from  the  ordinary  illnesses  of  childhood. 
There  was  no  history  of  gout,  rheumatism,  tuberculosis,  or  syphilis 
in  his  family. 

At  the  age  of  ten  his  right  wrist  became  swollen  and  painful 
without  apparent  cause.  The  symptoms,  however,  were  of  little 
severity,  and  unattended  by  constitutional  disturbance.  After  some 
weeks  of  treatment  at  a  neighbouring  hospital  the  swelling  subsided, 
leaving  an  ankylosis  of  the  radio-carpal  articulation,  but  free  inter- 
carpal movement.  A  year  later  the  right  knee  was  similarly 
attacked,  and  after  a  long  course  of  imavailing  treatment  it  became 
contracted  and  rigidly  fixed  at  an  angle  of  50°  by  bony  ankylosis 
involving  the  femur,  patella,  and  tibia.  In  the  following  year  (at 
the  age  of  twelve)  the  right  ankle  and  tarsal  joints  were  affected, 
leaving  very  slight  movement  in  the  former,  and  apparently 
consolidating  the  whole  of  the  tarsus  and  the  bases  of  the  meta- 
tarsal bones.  About  the  same  time  the  right  middle  finger  became 
partiaUy  paralysed,  and  ceased  to  grow  in  proportion  to  the  rest  of 
the  hand.  At  the  age  of  thirteen  the  left  elbow  was  affected,  and 
at  fifteen  the  right  elbow,  leaving  in  both  cases  fibrous  ankylosis 
(at  right  angles)  with  only  5  to  10  degrees  of  movement,  but  not 
interfering  with  radio-ulnar  rotation.  At  sixteen  the  left  wrist 
followed  suit,  the  radio-carpal  joint  apparently  imdergoing  bony 
union,  while  the  intercarpal  joins  remained  intact. 

At  the  age  of  eighteen  an  eversion  of  both  great  toes  was  noticed, 
the  right  toe  eventually  forming  a  right  angle  with  the  metatarsal 
bone,  and  this  distortion  seems  to  have  occurred  independently  of 
mechanical  compression,  as  the  patient  says  that  his  boots  had 
always  been  roomy  and  square-toed.  In  the  next  year  the  right 
shoulder  succumbed  after  a  slight  overstrain  in  carrying  a  heavy 
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trunk,  and  bony  ankylosis  followed.  Since  that  time  he  has 
suffered  only  from  lesser  manifestations,  but  is  perhaps  not  yet  at 
the  end  of  his  troubles.  The  first  phalangeal  joints  of  both  ring 
fingers  became  affected  (the  right  at  the  age  of  twenty-three,  and 
the  left  at  twenty-eight),  losing,  however,  about  10°  of  movement, 
and  a  few  months  ago  tenderness  and  swelling  appeared  in  the 
first  phalangeal  joint  of  the  left  little  finger,  but  no  ankylosis  has 
yet  set  in.  Finally,  during  the  past  fortnight  the  right  shoulder 
has  become  painful  and  tender.  In  addition  to  the  more  recent 
joint  lesions,  about  two  years  ago  signs  of  vaso-motor  paralysis 
appeared  in  the  right  leg,  and  the  limb  has  since  been  perspiring 
profusely,  and  is  very  susceptible  to  changes  of  temperature. 

The  man  was  sent  into  St.  Thomas's  Hospital  in  March,  1895, 
for  amputation  of  the  useless  left  leg,  deformed  by  the  contraction 
of  the  knee  and  a  severe  hallux  valgus.  The  knee  was,  however, 
straightened  by  a  cuneiform  osteotomy,  and  the  toe  by  a  resection 
of  the  head  of  the  metatarsal  bone,  and  the  limb  is  now  a  useful 
one. 

The  angular  piece  of  bone  removed  from  the  knee  included  the 
patella,  and  the  osseous  texture  was  noticed  to  be  unnaturaUy  hard 
and  resistent  to  the  saw.  No  sign  of  the  original  joint  fissure  was 
apparent. 

The  ankylosed  joints  are  free  from  tenderness  or  swelling ;  they 
present  no  osteophytic  formations,  and  the  slight  movement  possible 
in  some  of  the  affected  articulations  is  quite  painless.  The  muscles 
acting  upon  the  joints  are  of  course  atrophied  in  proportion  to  the 
degree  of  suppression  of  function.  The  patient  shows  no  ataxic 
symptoms,  and  all  the  functions  ajjart  from  locomotion  appear  to 
be  normal. 

Here,  then,  is  an  example  of  a  disease  affecting  several  joints  at 
varying  intervals  extending  over  a  period  of  twenty  years,  each 
attack  beginning  with  a  moderate  degree  of  swelling  and  pain  in 
the  articulation,  but  without  constitutional  disturbance,  and  always 
(excepting  the  joints  most  recently  affected)  terminating  in  fibrous 
or  bony  ankylosis.  No  clue  has  been  foimd  to  the  origin  of  the 
inflammatory  process.  There  is  no  evidence  of  inherited  disease, 
and  although  the  onset  of  each  attack  bore  some  resemblance  to 
subacute  rheumatism,  it  would  be  imsafe,  in  view  of  the  histoiy, 
course,  and  termination,  to  assume  that  the  affection  was  truly  rheu- 
matic. There  are,  moreover,  certain  elements  in  the  patient's  condition 
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pointing  to  a  neurosis  as  a  possible  cause,  such  as  the  semi-paralytic 
and  stunted  finger,  and  the  vaso-motor  paralysis  of  the  right  leg, 
and  to  these  may  be  added  the  nervous  excitability  of  the  patient ; 
but  I  can  only  ask  the  help  of  the  Society  in  deciding  the  nature  of 
the  case.  The  sole  recorded  example  I  have  been  able  to  trace  that 
bears  any  resemblance  to  it  is  one  quoted  by  Mr.  Howard  Marsh 
from  notes  lent  to  him  by  Dr.  GriflBiths  of  Cambridge.  It  is  to  be 
hoped  that  we  may  have  the  advantage  of  hearing  more  of  this  case 
from  Dr.  Griffiths. 

Sir  George  M.  Humphry  said  :  I  shall  limit  my  remarks  to 
those  instances  of  osseous  ankylosis  without  suppuration  occurring 
around  the  joints.  The  form  of  ankylosis  which  results  from  ossi- 
fication extending  from  the  exterior  of  the  joint  may  be  termed 
external  ankylosis,  as  distinguished  from  internal  ankylosis,  in 
which  the  disease  spreads  from  the  inside  of  the  joint.  This 
external  ankylosis,  which  consists  of  the  ossification  of  the  liga- 
mentous tissues,  is  dependent  evidently  on  some  abnormal  and 
excited  condition  of  the  bone  cells  occupying  the  intervals  between 
the  fibres  of  the  ligamentous  attachments  to  the  bones.  These 
periosteal  corpuscles  are  liable  to  undergo  abnormal  action.  Their 
normal  action  varies  a  good  deal  at  different  periods  of  life.  It  is 
due  to  the  action  of  these  corpuscles  that  we  have  the  ridges,  the 
irregularities,  and  processes  of  bone  which  occur  at  the  points  of 
attachment  of  ligaments  and  tendons.  These  ridges  are  well 
marked  in  the  anterior  inter-trochanteric  line,  in  the  surface  of  the 
bone  at  the  attachment  of  the  masseter  on  the  lower  jaw,  and  in 
the  ridges  on  the  ventral  aspect  of  the  scapula.  This  condition, 
causing  irregularity  and  ridging,  is  continued  sometimes  to  an 
abnormal  extent,  and  may  result  in  bony  processes  passing  between, 
or  among,  or  into  the  ligamentous  tissues  at  the  attachment  of 
tendons  and  ligaments  to  the  bone,  such  as  is  seen  in  that  remark- 
able specimen  at  the  Royal  College  of  Surgeons,  in  which  there  is 
ossification  of  the  fibrous  and  muscular  tissues  spreading  from  the 
bones,  and  having  origin  doubtless  in  these  bone  corpuscles  owing 
to  some  peculiar  condition  or  set  of  conditions.  Now  this  condition 
of  osseous  union  of  the  fibrous  tissues  on  the  exterior  of  the  joint 
has  its  normal  occurrence  tmder  developmental  laws  in  the  case  of 
the  sacrum,  where  the  several  vertebrae  are  united  together  by 
means  of  this  process.     It  is  also  present  in  the  normal  ankylosis 
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occurring  in  the  pre-sphenoid,  the  post-sphenoid,  and  the  spheno- 
occipital centres.  This  process  is  regulated  by  developmental  laws, 
and  it  very  rarely  goes  beyond  its  normal  limits.  It  is  the  extension 
of  this  condition  that  is  so  liable  to  affect  the  whole  or  parts  of  the 
vertebral  colunm,  and  these  specimens  described  by  Dr.  Griffiths 
are  in  almost  all  cases  instances  in  which  the  bone  corpuscles  at 
the  margins  of  the  vertebrse  have  spread  through  the  connecting 
fibrous  tissues  and  have  united  the  vertebrse.  He  has  also  men- 
tioned the  frequency  of  union  of  the  neural  arches,  and  that  is  a 
very  remarkable  fact.  It  is  a  matter  of  common  occurrence  in  the 
instances  which  he  has  mentioned,  viz.  in  a  large  number  of  lateral 
curves ;  and  in  antero-posterior  curves  you  often  find  the  arches 
united,  and  probably  also  the  articular  processes.  Now  these 
arches  are  united  obviously  by  the  spread  of  this  ossifying  process 
through  the  ligamenta  subflava  from  arch  to  arch.  Why  this 
should  so  often  affect  the  arches  I  am  unable  to  say.  It  is  usual 
to  see  it  where  the  fibrous  structure  is  subject  to  some  amoimt  of 
stretching,  as  in  antero-posterior  curves,  where  the  ligamenta  sub- 
flava are  put  somewhat  on  the  stretch ;  and  this  stretching  prob- 
ably stimulates  the  bone  corpuscles  on  the  lines  of  the  attachment 
of  the  arches,  and  causes  the  ankylosis  to  take  place.  This  external 
ankylosis,  therefore,  of  joints  is  only  part  of  a  very  large  and  wide 
subject ;  it  is  only  a  part  of  the  result  of  the  general  tendency  of 
bone  corpuscles  to  spread  through  fibrous  tissues  under  various 
circumstances  and  in  various  parts  of  the  body ;  and  if  I  have  to 
give  a  name  to  it  I  will  call  it  "fibrous  ossification,"  oasifieatio 
fbrosa,  not  limiting  the  name  of  this  process  to  joints,  but  regard- 
ing this  affection  of  the  joints  as  part  of  a  general  tendency  in  the 
various  fibrous  tissues  attached  to  bone.  Now  the  process  by  which 
the  actual  ankylosis  of  the  joint  takes  place  in  this  affection  is 
interesting.  The  first  change  which  takes  place  is  the  spread  of 
ossification  along  the  margins  of  the  articular  surfaces  on  the  oppo- 
site sides  across  the  joint,  fusing  and  uniting  the  opposite  margins 
together  and  constituting  a  bony  bond  of  union.  When  this  imion 
has  taken  place  (and  the  changes  are  well  shown  in  this  specimen 
of  ankylosis  of  the  foot  which  Dr.  Griffiths  has  shown), — ^when  this 
has  taken  place,  and  when  the  joint  therefore  is  entirely  useless, 
with  the  articular  surfaces  fixed  immoveably  to  one  another,  then, 
as  is  usually  the  case,  the  articular  cartilages,  having  no  longer  any 
f  imction,  disappear.  By  what  process  they  disappear  I  do  not  know, 
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but,  disappearmg,  they  leave  the  layer  of  cartilage-bone  which  sub- 
tends their  structure.  You  now  have  the  joint  bound  together  on 
the  surface  by  ossification  of  the  ligaments,  and  you  can  see  that 
the  interior  of  the  joint  is  free,  and  that  it  is  lined  internally  by  a 
layer  of  this  articular  lamella  or  cartilage-bone.  The  next  process 
is  that  this  lamella  gradually  undergoes  absorption  and  disappears 
at  points ;  through  these  points  shoot  up  little  bone-processes  from 
the  subjacent  cancellous  tissue,  and  these  meeting  on  opposite  sides 
coalesce,  and  in  this  manner  gradually  the  articular  lameUse  are 
entirely  removed,  and  their  places  in  the  joint  are  occupied  by 
the  cancellous  tissue  formed  from  the  bone-processes  which  have 
shot  across  the  joint  and  have  established  a  continuity  between  the 
cancellous  tissue  on  the  two  sides  of  the  joint,  in  some  instances  so 
complete  that  the  original  line  of  the  joint  is  scarcely  discernible. 
Thus  the  internal  or  direct  articular  non-suppurative  ankylosis  is  a 
natural  sequence  of  the  external  ankylosis  or  fibrous  ossification, 
and  is  commonly  a  result  of  it,  and  is  also  commonly  associated 
with  ossification  of  the  fibrous  tissues  near  by,  and,  indeed,  in 
various  parts  of  the  body.  What  may  be  the  cause  that  leads  to 
this  abnormal  and  excited  condition  of  the  bone  corpuscles, 
which  produces  in  some  instances  so  much  evil,  I  am  unable  to  say ; 
it  seems  to  havQ  a  more  near  relation  to  a  rheumatic  affection  than 
to  any  other.  I  cannot  think  it  has  any  relation  to  Charcot's 
disease,  and  I  cannot  see  any  reason  for  attributing  it  imder 
ordinary  circumstances  to  nerve  affection,  there  being,  as  a  rule, 
no  nerve  affection  present ;  and  as  far  as  I  know  there  is  no  certain 
indication  that  nerve  affection  of  the  spine  stimulates  to  this  con- 
dition. I  think  the  neural  tendency  is  at  present  a  little  too 
strong  upon  the  pathologist,  who  I  think  is  on  the  whole  not 
allowing  sufficiently  to  the  other  tissues  of  the  body  the  power  of 
originating  disease  in  themselves.  Of  course  every  process  normal 
and  morbid  has  its  relation  to  nerve  change,  but  I  do  not  think 
that  these  cases  have  any  more  important  relation  to  nerve  change 
than  have  many  other  varieties  of  maladies. 

Mr.  HowABD  Mabsh  said :  At  various  times  cases  have  come  under 
my  observation  in  which,  following  chronic  changes  and  without 
any  sign  of  acute  inflammation,  and  entirely  apart  from  suppuration, 
osseous  ankylosis  has  taken  place. 

(1)  In  illustration  of  ankylosis  occurring  without  suppuration, 
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I  woiild  ask  your  attention  to  the  case  of  a  girl  aged  about  fourteen, 
whose  elbow-joint  had  gradually  become  stiff ;  there  was  no  acute 
inflammation,  and  there  was  certainly  no  suppuration ;  but  as  the 
joint  was  fixed,  and  the  limb  was  in  a  position  of  inconvenient  ex- 
tension, Mr.  Walter  Roughton  of  New  Bamet  excised  it,  and  found, 
as  will  be  seen  in  the  specimen  I  hand  roimd,  that  the  olecranon 
and  the  humerus  were  fused  together  by  healthy-looking  bone. 
This  appearance  was  confirmed  by  microscopical  examination,  which 
showed  complete  synostosis  between  the  two  bones.  The  case,  I 
believe,  was  tuberculous,  and  as  such  it  seemed  to  me  one  of  some 
rarity ;  and  I  should  like  to  ask  Mr.  Anderson  if  he  has  many 
similar  specimens  that  he  can  show.  A  few  months  ago  I  had  a 
patient  under  my  care  with  tuberculous  disease  of  the  ankle-joint ; 
there  was  pulpy  degeneration  of  the  synovial  membrane,  but  no 
suppuration. 

As  the  joint  was  disorganised,  it  was  decided  to  perform  a  Syme'a 
amputation.  This  was  done,  and  when  the  specimen  was  afterwards 
examined,  a  section  having  been  made  through  the  tarsus,  it  was 
found  that  the  astragalus  and  os  calcis  were  absolutely  fused 
together  by  bony  tissue,  except  that  a  small  part  of  the  tarsi  canalis 
was  left  unaffected  by  the  process.  Here  is  a  specimen  that  is  of  some 
interest.  It  consists  of  the  axis  and  the  next  cervical  vertebra,  and 
they  are  absolutely  fused  together  in  regard  to  their  neural  arches ; 
the  two  bodies  api^ear  fused,  but  a  longitudinal  section  having 
been  made,  it  is  seen  that  the  intervertebral  disc  is  not  involved,  and 
that  fusion  is  due  to  ossification  of  the  anterior  and  posterior  liga- 
ments only.  These  two  vertebrsB  are  fused  together  without  any 
evidences  of  destructive  disease  or  suppuration,  the  bodies  are  per- 
fect in  outline,  and  there  is  no  sign  of  erosion.  The  specimen  is 
without  history,  and  I  leave  it  to  the  Society  to  say  what  was  the 
probable  nature  of  the  case,  but  I  venture  to  think  myself  that  the 
disease  was  probably  tuberculous. 

(2)  Bony  ankylosis  without  suppuration  occurs  not  rarely  in 
gout. 

(3)  It  also  is  met  with  in  gonorrhceal  rheumatism. 

(4)  And  in  some  cases  of  septicaemia. 

(5)  As  to  how  often  bony  ankylosis  occurs  from  contusion  of  a 
joint,  I  have  no  specimens  to  show,  but  I  may  mention  a  case  in 
which  a  person  fell  on  her  chin,  and,  after  much  pain  had  been 
exjperienced  in  the  temporo-maxillary  articulation,  the  case  ended  by 
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the  joint  becoming  perfectly  stiff.  I  am  inclined  to  think  that  in 
all  probability  bony  ankylosis  followed  from  the  effect  of  the  mere 
contusion,  and  I  think  it  is  a  very  important  point.  We  are  told 
that  bony  ankylosis  sometimes  follows  rest,  but  I  have  always  been 
at  a  loss  to  understand  how  that  result  can  happen.  It  may  be  that 
in  cases  where  a  joint  has  been  kept  at  rest,  and  ankylosis  has  fol- 
lowed, there  has  been  an  overlooked  or  forgotten  contusion. 

(6)  These  specimens  I  now  show,  one  from  the  Eoyal  College  of 
Surgeons  of  England,  and  two  from  the  museum  of  St.  Thomas's 
Hospital,  prove  that  in  some  cases  of  scoliosis  there  occurs  a 
buttress  of  bone  in  the  concavity  of  the  curve,  which  seems  to  be 
similar  to  that  which  is  formed  in  curved  rickety  bones ;  and  I 
suppose  the  same  cause  may  be  alleged, — that  compression  of  the 
bone  causes  irritation  with  the  consequent  inflammation  and  bony 
formation  here  shown. 

(7)  As  regards  the  question  of  ankylosis  without  suppuration  in 
Charcot's  disease,  examples  can  be  produced  in  which  bony  anky- 
losis has  occurred.  But  in  such  cases  has  the  ankylosis  followed 
suppuration  connected  with  a  perforating  ulcer,  or  has  it  been  deve- 
loped without  suppuration,  and  as  a  direct  result  of  changes  in  the 
nervous  system  ? 

I  myself  have  no  case  to  show  proving  that  ankylosis  occurs  in 
Charcot's  disease  without  suppuration,  but  Charcot  himself  has 
described  a  tabetic  foot  in  which  the  bones  of  the  tarsus  were  the 
seat  of  this  change.  Between  the  tarsal  bones  there  was  osseous 
ankylosis,  and  also  between  the  first  and  second  metatarsals  and  the 
internal  and  middle  cuneiform  bones.  Charcot  expressly  states  that 
neither  traumatism  nor  suppuration  had  been  acting  as  a  cause, 
and  he  remarks  that  we  can  only  accept  these  changes,  and  also  the 
ankylosis,  as  definite  articular  lesions  following  tabes.  I  think,  with 
this  evidence  before  us,  we  are  justified  in  saying  that  very  rarely 
Charcot's  disease  may  lead  to  bony  ankylosis  without  suppuration. 

(8)  Next  as  to  cases  of  multiple  ankylosis  without  suppuration. 
Some  years  ago  a  groom,  22  years  of  age,  was  in  St.  Bartholomew's 
Hospital,  whose  original  illness  occurred  some  four  years  previously, 
when  he  was  said  to  have  had  acute  rheumatism.  At  any  rate,  it 
was  some  acute  illness,  for  it  confined  him  to  bed  thirteen  weeks, 
and  left  him  very  stiff  and  crippled.  At  first,  when  he  became 
convalescent,  he  cotdd  walk  about  a  Uttle,  but  his  power  of  locomo- 
tion gradually  failed,  and  he  became  bedridden.     On  admission  to 
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the  hospital  his  thighs  were  flexed  on  his  trunk,  his  knees  were 
flexed,  and  his  toes  were  pointed.  The  right  knee-joint  was  ex- 
cised, and  the  result  will  probably  be  accepted  as  a  good  one,  for 
although  the  bones  were  in  such  a  soft  state,  firm  union,  as  the 
specimen  shows,  took  place.  I  performed  osteotomy  of  the  right 
ankle,  and  in  doing  so  found  the  joint  was  fixed  by  bone.  Osteo- 
tomy below  the  trochanter  of  the  right  femur  was  subsequently 
performed.  The  patient  was  weakly  and  ansemic;  and  in  the 
absence,  at  the  time  the  case  occurred,  of  an  efficient  antiseptic 
method,  suppuration  took  place,  and  was  followed  by  lardaceous 
disease,  of  which  he  died.  On  post-mortem  examination  it  was 
found  that  all  six  of  the  large  joints  of  the  lower  extremities  were 
the  seat  of  complete  bony  ankylosis.  The  specimens  are  here  on 
the  table.  I  have  no  explanation  to  offer  of  this  case,  and  I  shall 
be  glad  if  any  light  can  be  thrown  on  its  probable  nature  by  subse- 
quent speakers. 

(9)  Then  here  are  some  sj^ecimens  of  arthritic  spondylitis.  It 
seems  to  be  quite  agreed  that  bony  ankylosis  of  the  spine  is  not 
rare  in  elderly  people..  The  anatomical  appearances  differ  in 
different  instances.  There  are  several  specimens  here  in  which  the 
bony  union  has  been  formed  by  the  ossification  of  the  anterior 
common  ligament.  But  here  is  a  specimen  in  which  ossification 
has  occurred  in  the  ligaments  between  the  neural  arches  and 
between  the  spines ;  ossification,  however,  has  not  occurred  in  the 
intervertebral  discs.  They  have  completely  disappeared  during  mace- 
ration of  the  specimen,  and  the  spaces  between  the  vertebrae  which 
they  formerly  occupied  are  clearly  seen.  I  may  say  in  conclusion 
that  on  microscopical  examination  ankylosis  was  proved  to  have 
been  formed  by  the  development  of  true  bone  in  all  the  classes  of 
cases  I  have  mentioned. 

These  various  cases  may  be  grouped  according  to  their  causes, 
and  I  had  intended  to  show  that  sometimes  you  might  have  as  the 
cause  an  irritant  such  as  the  tubercle  bacillus,  or  an  infective  micro- 
organism, as  in  gonorrhoeal  rheumatism  and  after  parturition.  In 
gout  there  must  be  some  irritant  acting  as  the  cause,  and  I  believe 
that  there  are  some  cases  in  which  contusion  is  followed  by  bony 
ankylosis.  Further,  there  seem  to  be  other  causes,  such  as 
Charcot's  disease,  and  nerve  injuries  in  which  the  nervous  system  is 
at  fault.  Finally,  there  are  other  groups  in  which  ankylosis  occurs 
without  suppiiration,  the  nature  of  which  is  at  present  obscure. 
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Mr.  Davies-Collet  said :  One  of  the  causes  of  ankylosis  which 
Mr.  Anderson  has  given  is  contusion.  In  relation  to  this  I  may 
mention  the  following  case.  A  short  time  ago  I  had  as  a  patient 
a  boT,  nine  years  of  age,  with  stiffness  of  the  lower  jaw.  The 
history  he  gave  was  that  two  years  before  he  had  been  kicked  by  a 
horse  under  the  chin,  and  that  this  had  been  followed  by  much  pain 
in  the  jaw.  When  he  came  under  my  notice  he  was  only  able  to 
separate  his  teeth  half  an  inch,  and  I  found  the  whole  power  of 
moving  the  jaw  laterally  and  from  before  backwards  was  lost.  I 
inferred,  therefore,  that  ankylosis  had  taken  place  in  the  part  of 
the  temporo-mandibular  joint  above  the  fibro-cartilage,  while  the 
compartment  below  the  cartilage  had  escaped. 

The  chief  form  of  ankylosis  without  suppiiration,  however,  to 
which  I  wish  to  call  attention  is  that  which  occurs  as  the  result  of 
gonorrhoeal  rheumatism.  There  is  a  form  of  gonorrhceal  rheuma- 
tism which  seems  to  have  escaped  the  notice  of  most  observers.  It 
is  an  acute  form  in  which  it  would  appear  that  the  joint  generally 
is  not  so  much  affected  as  the  ligaments  of  the  joint.  The  evidence 
of  the  restriction  of  the  inflammation  to  these  ligaments  is  the 
great  redness  and  oedema  over  the  joint  which  accompany  this  form 
of  inflammation,  showing  that  it  is  superficially  situated.  This 
kind  of  gonorrhoeal  rheumatism  is  quite  different  from  the  chronic 
form  usually  described  by  the  authors  who  have  written  on  this 
subject.  It  is  foimd  equally  in  both  sexes,  and  whenever  it  occurs 
it  produces  much  stiffness  in  the  joint  attacked.  I  allude  to  it  now 
because  I  believe  that  the  rare  cases  described  as  spondylitis 
deformans  are  generally  the  result  of  gonorrhoeal  rheumatism.  The 
case  shown  to  this  Society  by  Dr.  Fagge  about  twenty  years  ago 
was  probably  one  of  that  nature,  and  if  you  will  allow  me  I  will 
pass  the  specimen  round.  It  is  from  the  museum  of  Guy's  Hospital, 
and  more  directly  illustrates  the  subject  we  are  now  considering. 
The  patient  was  a  young  man  of  about  thirty-four  years  of  age, 
who  came  into  the  hospital  with  a  round  back  and  complete 
ankylosis  of  the  dorsal  spine,  and  he  finally  died  from  bronchitis. 
You  will  find  that  all  the  ligaments  connecting  the  spines,  the 
neural  arches,  and  the  articular  processes  are  affected,  but  not  the 
anterior  and  posterior  common  ligaments.  I  have  looked  up  the 
history,  and  find  that  Dr.  Fagge  pointed  out  the  absence  of  any 
signs  of  osteo-arthritis,  and  left  the  cause  an  open  question,  giving 
no  opinion  on  the  pathology  of  the  case.     My  own  opinion  is,  from 
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-cases  I  have  seen,  from  the  history  of  cases  of  spondylitis  deformans 
published  in  the  proceedings  of  the  Clinical  Society,  from  the  part 
of  the  spine  affected,  and  from  the  age  of  the  patient,  that  the 
ankylosis  was  probably  due  to  gonorrhoeal  rheumatism.  It  is  not 
stated  in  his  history  whether  the  man  had  gonorrhoea  or  not,  but 
in  nearly  all  the  cases  of  spondylitis  deformans,  cases  with  anky- 
losis of  the  spine  in  the  bent  condition  occurring  in  comparatively 
young  people, — in  nearly  all  these  cases  there  is  a  history  of  gonor* 
rhoea.  Two  such  cases  have  come  under  my  notice.  One  man 
I  showed  to  the  Society  eleven  years  ago.  He  was  about  thirty- 
two  years  of  age,  and  came  to  me  with  complete  ankylosis  of  the 
ribs,  the  spine  bent  forward,  no  movement  in  the  dorsal  region, 
and  little  in  the  cervical  region.  Ten  years  before,  this  patient 
had  been  exposed  to  remarkable  variations  of  temperature,  being 
engaged  in  some  cement  works,  where  his  duty  was  to  take  out  the 
dried  cement,  after  which  he  used  to  cool  himself  in  the  cold  air 
outside.  He  was  also  at  that  time  suffering  from  gonorrhoea. 
Severe  pains  came  on  in  his  back,  and  the  disease  gradually  pro- 
gressed imtil  it  culminated  in  this  ankylosed  condition,  in  which 
he  came  under  my  care.  Two  years  ago  another  patient  came 
xinder  my  care,  having  been  sent  to  me  as  a  case  of  caries  of  the 
spine.  He  was  a  man  between  thirty  and  forty  years  of  age, 
and  he  was  in  almost  precisely  the  same  condition,  with  the  cha- 
racteristic round  immoveable  back;  there  was  nearly  complete 
immobility  of  the  ribs,  the  dorsal  spine  was  bowed,  and  there  was 
a  good  deal  of  pain  about  the  dorsal  muscles  running  into  the 
back  of  the  neck  and  occiput,  probably  referable  to  pressure  on  the 
nerves  passing  through  the  intervertebral  foramina.  On  inquiring 
into  the  probable  causes  of  his  condition,  I  found  that  he  had  been 
exposed  to  very  great  vicissitudes  of  temperature,  to  cold  and  damp, 
having  had  to  lie  out  in  the  woods  at  night  for  weeks  at  a  time, 
with  his  clothes  dripping  with  dew  when  he  awoke  in  the  morning, 
and  all  this  in  a  hot  coimtry.  Bearing  in  mind  those  cases  of 
spondylitis  deformans  of  which  I  had  heard  and  read,  I  asked  if 
he  had  had  a  discharge,  and  he  said  that  at  that  period  he  was 
constantly  suffering  from  attacks  of  gonorrhoea,  one  after  the  other. 
The  ankylosis  in  these  cases  appears  to  be  in  the  posterior  parts  of 
the  vertebrflB,  but  the  records  of  post-mortem  examinations  are 
scanty.  I  think  there  can  be  little  doubt  that  gonorrhoea  forms  a 
<x)nsiderable  factor  in  the  causation  of  this  peculiar  ankylosis  of 
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the  Tertebrsd,  which  is  spoken  of  as  spondylitis  deformans.  It 
should  also  be  mentioned  with  respect  to  these  two  cases,  that  in 
one  the  father  suffered  from  acute  rheumatism,  and  in  the  other 
the  father  died  from  gout.  It  seems  to  me,  therefore,  that  there 
are  several  factors  concerned  in  the  production  of  this  form  of  anky- 
losis of  the  spine,  the  first  in  importance  being  probably  gonorrhoeal 
rheumatism.  The  second  is  a  strong  family  tendency  to  arthritic 
disease.  Thirdly,  as  far  as  I  can  judge  from  the  two  cases  I  have 
mentioned,  another  factor  may  be  exposure  to  damp  and  extreme 
vicissitudes  of  heat  and  cold.  -The  disease  once  started  appears  to 
progress  after  the  gonorrhoea,  which  is  its  primary  cause,  has 
disappeared.^ 

Dr.  Griffiths  (Cambridge)  first  remarked  upon  the  frequency 
with  which  bony  ankylosis  without  suppuration  took  place  in  the 
axial  skeleton  after  injury.  In  one  specimen  shown,  which  was 
removed  fourteen  years  after  fracture  dislocation,  three  vertebra 
were  united  in  their  bodies,  articular  processes,  and  laminse.  Speci- 
mens illustrating  fusion  of  atlas  and  occipital  imder  like  circum- 
stances were  also  shown. 

He  next  showed  specimens  illustrating  bony  ankylosis  of  the 
vertebrsB  in  elderly  persons.  In  some  of  these  the  bodies  were  held 
together  by  bridges  and  plates  of  dense,  ivory-like  bone ;  in  others 
the  opposed  margins  of  the  bodies  had  grown  over  and  joined  with 
one  another;  and  in  others  still  the  intervertebral  discs  were 
completely  converted  into  bone,  or  the  cancellous  tissue  of  one 
body  had  grown  through  the  intervertebral  disc  to  meet  a  similar 
growth  from  that  opposite.  In  other  specimens  the  articular 
processes  were  firmly  ankylosed,  and  there  was  ossification  of  the 
ligamenta  suhflava  and  the  interspinous  ligaments.  Thus  each  part 
except  the  pedicles  of  the  vertebrse  might  become  in  elderly  persons 
ankylosed  to  one  another. 

In  lateral  curvature  it  was,  he  said,  not  usual  to  find  actual 
fusion  of  the  distorted  bodies,  although  there  were  frequently 
marginal  growths  on  the  bodies  forming  the  concave  side  of  the 
curve.  In  one  specimen  of  extreme  lateral  curvature  four  of  the 
lower  dorsal  vertebrae  were  completely  fused  by  growth  from  one 

^  I  ought  to  mention  that  I  owe  to  Mr.  Jonathan  Hatchinion,  who  saw  my 
first  case  when  I  showed  it  at  the  Pathological  Society  eleven  years  ago,  the 
suggestion  that  it  was  due  to  gonorrhoeal  rheumatism. 
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body  to  another  across  the  intervertebral  disc^-one  of  the  discs  being, 
however,  independently  ossified. 

What  he,  however,  specially  wished  to  draw  attention  to  was  the 
occurrence  of  multiple  bony  ankylosis  without  suppuration.  This 
condition  was  illustrated  by  specimens  of  hands  and  feet.  Those 
of  the  hand  showed  complete  fusion  of  several  or  of  all  the  carpal 
bones  joined  above  to  the  radius,  and  below  to  the  bases  of  the 
metacarpal  bones.  On  section  through  one  of  the  specimens  it  was 
seen  that  the  separate  bones  were  so  fused  that  the  cancellous  tissue 
of  the  one  was  directly  continuous  with  that  of  the  other.  In  the 
moist  specimens  shown  some  of  the  intercarpal  joints  were  not  yet 
obliterated,  and  in  them  the  articular  cartilage  was  very  thin ;  the 
joint  surfaces  closely  approximated  and  joined  together  here  and 
there  by  delicate  bands  apparently  composed  of  fibrous  tissue. 
There  were  no  changes  in  these  joints  that  in  any  way  resembled 
those  observed  in  chronic  rheumatoid  or  osteo-arthritis  disease.  In 
the  specimens  of  feet  which  were  exhibited,  the  intertarsal  as  well 
as  several  of  the  tarso-metatarsal  and  phalangeal  joints  were  anky- 
losed  by  bone.  On  the  exterior  at  the  lines  of  the  several  joints  there 
were  ridges  of  spiculated  bone  which  were  more  pronounced  where 
the  bony  imion  was  in  progress.  Where  the  union  was  quite 
complete  the  external  outgrowths  of  bone  gradually  disappeared, 
until  at  last  the  line  of  junction  of  two  adjacent  bones  was  left 
completely  smooth.  On  longitudinal  section  through  one  of  the 
feet,  including  os  calcis,  astragalus,  scaphoid,  internal  cuneiform, 
and  the  first  metatarsal,  it  was  seen  that  the  process  of  union  takes 
place  at  first  near  the  periphery  of  the  joint,  and  gradually  this 
extends  centralwards  as  the  articular  surfaces  themselves  become 
approximated  from  the  thinning  and  absorption  of  the  articular 
cartilages.  Having  pointed  out  the  peculiar  features  of  this 
arthritic  disease — featiires  that  are  unlike  any  hitherto  described 
disease — he  suggested  that  it  might  be  called  ossifying  arthritis 
(arthritis  ossificans). 

After  this  he  briefly  referred  to  cases  that  he  had  then  under  his 
care  of  this  peculiar  arthritic  affection,  and  said  that  although  thej 
were  all  very  chronic  in  their  nature,  and  insidious  in  their  mode  of 
onset,  attacking  almost  every  joint  in  the  body,  yet  there  were 
some  in  which  disease  ran  a  subacute  course.  In  cases  that  run  a 
subacute  course  the  joint  becomes  swelled,  very  painful,  and  fixed; 
after  six  weeks  or  so  the  swelling  gradually  diminishes,  leaving  the 
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joint  fixed — the  joint  being  completely  obliterated,  and  the  two 
articular  ends  grown  into  one  another.  In  the  chronic  cases  the 
joint  becomes  fixed  and  painful  until  the  bones  grow  together,  and 
the  joint  is  obliterated.  Doubtless  the  condition  known  as  spondy- 
litis  deformans  is  closely  allied  to,  if  not  identical  with,  that  met 
with  in  the  above  class  of  cases. 

In  conclusion,  he  showed  several  specimens  of  the  natural  form 
of  bony  ankylosis  without  suppuration  that  takes  place  between  the 
second  and  terminal  phalanges  of  the  little  toe  of  middle-aged 
persons.  The  process  by  means  of  which  the  ankylosis  occurs  here 
is  probably  identical  with  that  seen  in  ossifying  arthritis. 

Mr.  D'Abcy  Power  said:  I  show  as  my  contribution  to  this 
discussion  the  bones  of  a  right  elbow-joint  in  which  there  has  been 
complete  and  smooth  bony  ankylosis.  The  specimen  (No.  643)  has 
been  for  a  long  time  in  the  museum  of  St.  Bartholomew's  Hospital, 
but  it  is  unfortunately  without  a  history.  The  elbow  is  flexed  at 
an  angle  of  120^  and  the  bones  of  the  forearm  are  somewhat 
inclined  to  pronation,  as  if  the  arm  had  been  kept  in  an  angular 
splint  supported  by  a  sling,  with  the  thumb  pointing  towards  the 
body. 

The  head  of  the  radius  is  partially  displaced  outwards,  so  that 
its  outer  edge  is  a  little  more  prominent  than  the  external  condyle 
of  the  humerus,  but  this  displacement  I  believe  to  be  a  secondary 
change.  The  ulna  maintains  its  normal  relation  to  the  humerus. 
There  is  complete  bony  imion  between  the  humerus,  the  radius,  and 
the  ulna,  the  radius  and  the  ulna  being  themselves  firmly  imited 
together  by  bone.  The  deposit  of  bone  is  perfectly  smooth,  and  is 
of  uniform  density.  It  has  not  been  associated  with  any  suppura- 
tion, nor  has  there  been  any  irregular  osteoplastic  periostitis.  The 
bony  change  is  limited  to  the  articular  surfaces,  and  has  not  ex- 
tended over  the  whole  area  covered  by  the  synovial  membrane,  for 
the  olecranon  fossa  is  normal.  The  diaphyses  of  the  bones  consist 
of  good  compact  bone,  and  the  markings  of  the  muscles  are  well 
defined. 

I  have  also  seen  a  case  of  multiple  ankylosis  like  that  described 
by  Dr.  Joseph  Griffiths  and  other  speakers.  It  occurred  in  the 
wife  of  a  gentleman  in  good  position.  At  the  age  of  thirty  her 
joints  gradually  began  to  stiffen  until,  when  she  died  at  sixty,  every 
joint,  with  the  exception  of  her  lower  jaw,  appeared  to  be  firmly 
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ankylosed.  There  was  not  the  slightest  reason  to  suspect  that  this 
case  was  gonorrhoeal  in  origin ;  her  husband  was  under  my  care  for 
the  treatment  of  a  hydrocele,  and  I  am  indebted  to  him  for  the 
following  details  of  the  case. 

L.  Qt —  was  married  at  28,  and  was  delivered  of  two  healthy 
children  in  due  course.  She  suffered  during  her  third  -pregxiajicj, 
when  she  was  about  thirty,  from  general "  rheumatic  pains."  These 
increased,  and  the  joints  of  her  fingers  became  swollen,  tender,  and 
stiff,  so  that  it  was  soon  impdssible  for  her  to  write,  whilst  her 
finger-nails  became  so  long  and  curved  that  they  were  unsightly, 
painful,  and  brittle.  Similar  changes  then  occurred  in  her  feet, 
whilst  her  legs  and  ankles  became  so  stiff  that  she  had  great  diffi- 
culty in  getting  up  and  down  stairs.  The  shoulders  and  elbows 
afterwards  became  involved,  whilst  the  movement  of  the  jaws 
was  greatly  impeded.  Her  teeth  remained  good,  and  she  never 
lost  any. 

The  progress  of  the  disease  was  extremely  slow,  and  from  year  to 
year  the  only  obvious  change  was  an  increasing  amount  of  flexion 
at  the  joints  and  increasing  limitation  of  the  movement.  The 
movements  of  the  head  were  greatly  impaired,  and  she  suffered  for 
a  long  time  before  her  death  from  an  urgent  desire  to  live  upon  a 
hill-top.  This  desire  I  attribute  to  a  deficient  aeration  of  the  blood 
caused  by  defective  movements  of  the  thorax  in  respiration.  Pain 
was  a  constant  and  very  severe  symptom  during  the  whole  courw 
of  the  disease,  and  it  was  greatly  aggravated  by  movement.  During 
the  later  years  of  her  life  there  was  marked  ulnar  deflection  of  the 
hands,  whilst  the  fingers  became  twisted  one  over  the  other.  The 
feet  were  distorted  into  a  condition  of  varus,  the  soles  looking 
towards  each  other.  Both  feet  were  greatly  enlarged,  apparently  as 
a  result  of  a  chronic  lymphangitis,  and  they  were  always  intensely 
painful.  There  were  many  signs  of  trophic  disturbance  in  addition 
to  the  "craggy"  nails.  The  skin  over  the  affected  joints  was 
glossy,  and  five  or  six  years  before  her  death  the  cornea  of  the  right 
eye  was  infiltrated  with  pus,  whilst  the  left  eye  was  watery  and 
congested.  Both  eyes  eventually  melted  away,  and  for  four  or  five 
years  before  her  death  she  was  quite  blind,  losing  even  perception 
of  light.  She  was  hard  of  hearing,  but  was  never  quite  deaf,  BJid 
she  had  great  difficulty  in  articulation.  She  preserved  her  sense 
of  taste,  and  her  appetite  and  digestion  remained  good,  for  she 
always  had  her  meals  sent  to  her  from  the  general  dinner-table. 
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Her  mental  faculties  remamed  clear  and  were  unimpaired  until 
the  moment  of  her  death,  which  occurred  from  syncope  about 
thirty  years  after  the  commencement  of  her  illness. 

The  lady  was  an  orphan,  and  no  details  are  forthcoming  about 
her  family  history,  except  that  her  father,  who  retired  from  business 
rather  early  in  life,  was  an  invalid  for  many  years  before  his  death, 
and  she  remembered  that  his  joints  were  rubbed  with  various  embro- 
cations. Her  brother,  though  delicate  and  sometimes  suffering 
from  pains  in  his  joints,  is  able  to  do  his  life's  work.  Her  children, 
five  in  number,  are  all  strong  and  healthy,  with  the  exception  of  one 
daughter  who  died  at  the  age  of  twenty  years  after  a  few  months' 
illness  of  Bright's  disease,  due  to  no  assignable  cause. 

Mr.  C.  A.  Morton  referred  to  an  obscure  case  of  mxiltiple  anky- 
losis which  had  been  imder  his  care.  The  patient  was  a  woman 
aged  thirty-one.  She  was  free  from  any  joint  troubles  imtil  the  age 
of  twenty-three,  when  some  of  the  joints  began  to  swell  and  pain 
her.  The  first  joints  affected  were  those  of  the  fingers  and  ankles, 
and  they  were  attacked  simultaneously.  All  the  joints  affected 
later  became  so  within  six  months  of  the  onset  of  the  joint  trouble. 
All  the  joints  in  both  upper  limbs  and  the  knees  and  ankles  in  the 
lower  limbs  were  attacked.  They  became  swollen  and  very  painful, 
and  then  the  stiffness  came  on  a  year  after  the  commencement  of 
the  pain  and  swelling,  first  in  one  joint,  then  in  another.  For  seven 
years  before  admission  she  had  been  unable  to  dress  herself.  For 
four  years  the  knees  were  very  much  flexed  and  fixed,  so  that 
until  three  years  ago  (when  they  were  straightened  under  an 
ansBsthetic)  she  was  also  imable  to  walk.  The  right  leg  had  re- 
mained straight,  but  the  knee  was  ankylosed ;  on  the  left  side  there 
was  free  movement  in  the  knee-joint.  She  could  walk  from  room  to 
room,  but  could  not  do  more  than  this  on  account  of  pain  in  the 
hips  and  left  ankle.  She  could  not  use  crutches  because  she  was 
unable  to  grasp  them  with  her  arms.  She  could  feed  herself  and 
could  write,  but  got  aching  pain  in  the  arm  after  the  latter.  From 
the  age  of  two  to  seven  years  she  suffered  from  disease  of  the 
bones  of  the  third  finger  of  the  left  hand,  and  the  finger  was 
amputated  when  she  was  seven  years  old.  From  this  time  until 
she  was  twenty-one  she  suffered  from  a  sldn  disease  in  the  same 
forearm  and  arm,  which  has  left  large  scars  in  the  skin  (?  lupus). 
There  was  no  family  history  of  any  form  of  joint  disease. 


Digitized  by 


Google 


214  DISCUSSION   ON   NON-SUPPURATIVE 

When  seen  by  Mr.  Morton  there  was  considerable  pain  in  the 
joints  of  the  fingers  and  thumbs  of  both  hands  and  the  right 
shoTilder.  There  was  very  marked  grating  in  many  of  the 
joints  of  the  fingers,  but  movement  in  these  joints  only  gave  rise 
to  slight  pain.  A  tendency  to  hyper-extension  existed  at  the  joints 
between  the  first  and  second  phalanges  in  the  two  middle  fingers. 
Both  little  fingers  were  hyper-extended  at  the  metacarpo-phalangeal 
joints,  so  that  the  head  of  the  metacarpal  bone  was  felt  prominently 
in  the  palm,  as  the  phalanx  was  partly  dislocated  backwards.  The 
middle  joints  of  the  affected  fingers  were  slightly  enlarged.  Small 
osteophytic  nodules  could  be  felt  on  the  base  of  the  second  phalanx 
of  the  middle  finger  and  on  the  dorsal  surface  of  the  base  of  the 
first  phalanx  of  the  thumb  of  the  right  hand.  The  fingers  of  both 
hands  were  markedly  deviated  to  the  ulnar  side. 

Condition  of  upper  extremities. — Right  side :  muscles  of  hand, 
forearm,  and  arm  much  wasted,  especially  those  of  thenar  eminence. 
No  movement  possible  in  wrist.  Elbow  could  be  almost  fully  flexed, 
but  not  extended  beyond  a  right  angle.  Forearm  fixed  in  position 
of  semi-pronation ;  further  pronation  was  almost,  and  supination 
quite,  impossible.  Marked  grating  over  radio-humeral  joint.  The 
shoulder-joint  was  completely  ankylosed,  all  movement  at  the 
shoulder  being  scapular. 

Left  side :  movement  in  wrist  very  limited,  and  accompanied  by 
marked  grating.  Elbow  completely  ankylosed  at  a  right  angle  to 
upper  arm.  Shoulder  also  completely  ankylosed.  Complete  pro- 
nation was  possible,  but  supination  was  very  limited.  There  was 
marked  grating  over  the  radio-humeral  joint. 

Temporo-maxillary  joints  imaffected,  though  six  years  ago  she 
had  pain  in  them  on  mastication. 

Lower  extremities, — Free  painless  movement  in  hips.  Knees: 
right,  extended  and  completely  ankylosed;  left,  free  painless 
movement.  Both  ankles  stiff,  with  grating  on  movement,  but  onlr 
pain  on  movement  in  the  left.  After  walking  the  left  foot  became 
hyx>erflexed  at  the  ankle-joint,  so  that  she  could  not  continue 
to  walk. 

There  was  marked  grating  in  the  joints  of  both  great  toes,  and 
the  heads  of  the  metatarsal  bones  were  enlarged,  and  the  last 
two  joints  hyper-extended.  There  had  been  a  frequent  painful 
shedding  of  the  nail  of  the  left  great  toe. 

On  January  11th,  under  ether,  the  adhesions  in  the  left  wrist. 
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elbow,  and  shoulder  were  broken  down.  Complete  flexion  and 
almost  complete  extension  became  possible  at  the  elbow  (which 
before  was  fixed  at  a  right  angle).  The  adhesions  broke  with  a 
loud  snap.  The  joint  then  grated  very  much,  and  lateral  move- 
ment became  possible,  but  no  actual  dislocation  occurred. 

A  month  later  (February  8th)  the  joints  in  the  upper  limbs 
were  dealt  with  in  the  same  way.  Adhesions  were  felt  to  give 
way  slowly  in  all,  and  the  possibility  of  movement  in  all  directions 
was  restored. 

Although  movement  was  continued  both  with  and  without 
anaesthesia  in  all  the  joints,  they  very  quickly  became  as  fixed  as 
before  ;  the  only  improvement  which  lasted  was  in  the  left  wrist. 

Mr.  Jackson  Clarke  showed  a  specimen  of  commencing  ankylosis 
of  the  ankle  and  tarsal  joints  in  a  foot  which  had  been  cedematous 
for  four  years.  He  said:  The  specimen^  to  which  I  would  beg 
attention  is  of  the  simplest  character,  but  it  has  the  advantage  of 
possessing  a  definite  history.  It  comprises  the  astragalus  and 
calcaneum  of  a  right  foot.  The  tibial  surface  of  the  astragalus 
shows  a  patchy  denudation  of  the  articular  cartilage,  the  exposed 
bone  being  rarefied  as  if  by  caries.  In  the  recent  state  the  bared 
patches  were  joined  to  corresponding  areas  of  the  tibia  by  fibro- 
vascular  tissue.  The  remaining  portions  of  the  articular  car- 
tilage on  the  tibial  and  malleolar  surfaces  of  the  astragalus  are 
somewhat  roughened,  and  in  the  recent  state  were  covered  with  a 
thin  layer  of  soft  gramilation  tissue.  The  articular  cartilage  of  the 
posterior  astragalo-calcaneal  joint  presents  a  central  portion  which  is 
thinned  and  riddled  by  minute  close-set  perforations.  In  the  recent 
state  these  perforations  gave  passage  to  granulations  which  joined 
the  bones  together.  The  remaining  tarsal  joints  contained  each  a 
thin  plate  of  lymph  which  intervened  between  the  articular  surfaces. 
Thus  the  specimen  shows  that  there  has  been  in  the  ankle-joint 
early  fibrous  ankylosis,  and  in  the  astragalo-calcaneal  joint  an  earlier 
step  in  the  process  which  leads  up  to  fibrous  ankylosis ;  moreover 
in  the  remaining  joints  the  lymph  derived  from  coagulation  of 
plastic  effusion  may  be  taken  as  an  indication  that  the  conditions 
for  the  production  of  ankylosis  had  been  in  operation  in  respect  to 
them  also. 

The  history  is  briefly  this :  The  bones  were  removed  from  a  foot 
^  St.  Mary's  HoipiUl  iMutenm,  Ko.  399. 
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and  lower  part  of  the  leg  which  had  been  amputated  by  Mr.  Edmund 
Owen.  The  patient  was  a  strong  middle-aged  man,  who  was  well 
until  he  sustained  a  comminuted  compound  fracture  of  both  bones 
at  the  middle  of  the  right  leg.  About  three  inches  of  the  tibia 
underwent  necrosis  and  came  away.  At  the  end  of  six  months  there 
was  only  fibrous  union,  although  the  limb  was  fixed  with  back  and 
side  splints.  During  this  time  and  the  rest  of  the  course  of  the 
case  there  was  persistent  oedema  of  the  leg  and  foot  below  the  seat 
of  injury,  owing  in  all  probability  to  thrombosis  of  the  deep  yeins. 
The  limb  was  next  put  up  in  plaster,  and  this  treatment  continued 
for  two  years,  but  still  with  the  same  residt.  The  fracture  was 
then  exposed,  the  adjoining  surfaces  of  the  tibial  fragments  were 
freshened,  and  immobilisation  kept  up  for  another  year,  at  the  end 
of  which  there  was  still  no  bony  union.  The  patient  was  then  sent 
to  St.  Mary's  Hospital,  and  admitted  under  Mr.  Owen,  who  excised 
a  portion  of  the  fibula,  freshened  the  ends  of  the  tibia,  and  joiQed 
the  latter  by  a  thick  silver  suture  after  drilling  the  fragments.  This 
operation  was  found  at  the  end  of  six  months  to  have  failed,  and  since 
the  limb  was  still  cedematous,  painful,  and  useless,  it  was  removed. 

The  specimen  shows  what  has  occurred  in  the  joints  of  the  ankle 
and  tarsus  after  four  years  of  inmiobilisation  of  joints  in  a  congested 
and  cedematous  state  owing  to  venous  obstruction.  There  was 
never  any  suppuration  or  cellulitis  of  the  foot  during  the  course  of 
the  case,  nor  on  examination  of  the  amputated  limb  was  there 
found  any  change  in  the  soft  parts  of  the  foot  beyond  a  general 
firm  oedema. 


Mr.  Tabgett  showed  the  following  specimens  from  the  Museums 
of  the  Eoyal  College  of  Surgeons,  and  of  Guy's  Hospital.  They 
illustrated  rare  forms  of  non-suppurative  ankylosis  of  joints. 

No.  1922  (E.  C.  S.  Museum). — ^Ankylosis  of  a  carpal  joint  from 
Charcot's  disease  of  the  wrist. 

There  is  destruction  of  the  wrist-joint  and  extreme  wasting  of 
the  carpal  bones.  The  os  magnum  is  firmly  ankylosed  to  the  base 
of  the  middle  metacarpal  bone,  but  there  is  no  new  formation  of 
bone.  It  was  taken  from  a  bedridden  woman  aged  60,  who  pre- 
sented the  characteristic  features  of  Charcot's  joint  disease  in  most 
of  the  large  articulations.  The  symptoms  of  disease  had  existed 
eight  years,  and  there  was  no  evidence  of  past  suppuration  about 
the  joints. 
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No.  1949  (E.  C.  S.  Museum). — Osseous  ankylosis  of  the  left 
temporo-maxillary  joint,  which  had  existed  for  more  than  fifty 
years. 

There  is  complete  obliteration  of  the  left  joint,  but  the  suture 
between  the  great  wing  of  the  sphenoid  and  the  squamosal  persists. 
Beside  deformities  of  the  teeth,  there  is  a  long  process  of  bone  on 
the  site  of  the  genial  tubercles. 

Nos.  1011  and  1070  (Guy's  Hosp.  Museum). — Bilateral  ankylosis 
of  the  jaw  with  ankylosis  of  the  occiput  and  cervical  spine. 

The  specimens  consist  of  the  skull  and  upper  portion  of  the 
cervical  spine.  In  the  former  the  jaws  are  tightly  closed  and 
fixed  by  osseous  ankylosis  of  both  temporo-maxillary  joints.  There 
is  no  deformity  or  lateral  deviation  of  the  lower  jaw.  The  full 
number  of  teeth  are  present ;  these  are  quite  sound,  and  are  not 
worn  in  any  special  maimer.  There  is  a  triangular  gap  between 
the  roots  of  the  two  upper  central  incisors,  but  there  is  nothing  to 
show  that  this  aperture  was  used  for  feeding  purposes.  A  vertical 
section  through  the  left  joint  shows  that  the  head  of  the  condyloid 
process  and  the  glenoid  fossa  are  welded  in  the  most  perfect 
manner ;  the  osseous  tissue  on  section  is  of  ivory-like  density,  and 
the  line  of  xmion  can  with  difficulty  be  discerned.  Though  the 
condyloid  process  is  imdoubtedly  enlarged,  yet  there  is  not  much 
formation  of  bone  at  the  periphery  of  the  original  joint.  Pre- 
sumably the  articular  cartilage  was  rapidly  destroyed  while  little  or 
no  movement  of  the  jaw  was  permitted ;  hence  the  joint  cavity  was 
soon  effo^ced.  The  appearances  of  the  right  joint  are  precisely 
similar  from  the  outside,  but  the  parts  have  not  been  sawn  through. 
The  condyloid  process  is  enlarged  chiefly  by  a  deposit  of  bone  upon 
its  inner  and  anterior  surfaces.  With  this  exception  the  outline  of 
the  temporo-maxillary  "articulation"  is  normal,  but  there  is  no 
joint.  The  articular  surfaces  of  the  occipital  condyles  are 
roughened,  and  seem  to  have  been  forcibly  separated  from  the 
corresponding  articular  processes  of  the  atlas.  The  margins  of 
both  these  joints  are  covered  with  bony  outgrowths,  and  probably 
there  was  incomplete  osseous  ankylosis  of  the  occiput  and  atlas 
during  life.  The  axis  and  the  three  succeeding  cervical  vertebree 
are  ankylosed  by  ossification  of  the  ligamenta  subflava,  by  osteo- 
phytes from  the  adjacent  edges  of  the  bodies,  and  by  ankylosis  of 
the  joints  between  the  articular  processes.  The  odontoid  process  is 
roughened  and  somewhat  enlarged  near  its  apex,  but  there  is  no 
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warranty  for  the  statement  in  the  Museum  Catalogue  that  it 
"encroached  on  the  spinal  canal,  and  compressed  the  cord." 
Moreover,  the  attachments  of  the  transverse  ligament  are  not 
involved  in  the  area  of  disease. 

Clinical  history. — ^The  patient  was  a  black  man,  a  native  of 
Jamaica,  who  was  admitted  into  Guy's  Hospital  under  Dr.  Richard 
Bright  on  October  12th,  1825.  Three  years  previously  he  sUpped 
down  three  or  four  steps  into  the  cabin  of  a  sloop,  and  in  the  fall 
ran  a  fork  to  a  very  small  depth  into  the  back  of  his  neck.  He 
felt  no  inconvenience  afterwards,  but  about  sixteen  months  before 
admission  he  felt  pain  in  various  parts  of  his  limbs,  and  frequently 
he  was  unable  to  move  his  arms  and  legs  freely. 

On  admission, — He  had  a  little  cough  and  complained  of  pain  at 
the  lower  end  of  the  lumbar  spine.  The  head  was  always  bent 
forwards  so  that  the  chin  approached  the  top  of  the  sternum.  He 
could  nod  his  head  a  little,  but  not  turn  it. 

At  the  end  of  December,  1825,  he  was  seized  with  stiffness  and 
pains  in  the  feet,  so  that  he  became  unable  to  walk  and  abnost 
unable  to  use  his  arms.  There  were  also  pains  in  the  muscles  of 
the  neck  and  shoulders  which  had  been  increasing  for  some  weeks, 
and  these  regions  were  very  tender  on  pressure,  but  there  was  no 
loss  of  sensation  in  any  part.  Micturition  and  defecation  remained 
normal.  It  was  thought  that  his  speech  had  become  less  distinct. 
Pulse  100,  rather  weak.  On  attempting  to  walk,  the  toes  were 
turned  inwards  in  an  unnatural  manner. 

At  the  beginning  of  March,  1826,  it  was  noted  that  there  was  veiy 
limited  mobility  of  the  lower  jaw.  This  condition  rapidly  got 
worse,  so  that  a  fortnight  later  the  jaw  was  absolutely  locked,  and 
nourishment  could  be  taken  only  by  sucking  it  between  the  teeth. 
He  died  on  March  23rd,  1826. 

Autopsy, — ^Body  emaciated.  The  cranium  was  rather  thick,  and 
there  was  an  excess  of  subarachnoid  fluid.  The  brain  appeared  to 
be  healthy,  though  the  optic  thalami  and  corpora  striata  showed 
some  reddish  mottling,  and  the  membranes  were  very  firmly  adhe- 
rent around  the  medulla  oblongata.  The  occiput,  atlas,  and  axis 
were  ankylosed  as  described  above,  while  the  temporo-maxillarr 
articulations  were  similarly  affected  on  both  sides.  The  soft  parts 
did  not  appear  to  be  at  all  diseased  in  the  neighbourhood  of  any  of 
the  affected  joints.  L\mgs  somewhat  oedematous,  though  crepitant, 
and  free  from  carbonaceous  deix)sit.  "  Minute  miliary  tubercles  were 
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scattered  through  their  substance,  which  even  in  the  immediate 
vicinity  of  these  bodies  did  not  appear  to  be  the  subject  of  inflam- 
mation or  any  other  morbid  change."  There  was  nothing  note- 
worthy in  the  other  viscera.  In  the  muscles  of  the  legs,  which  were 
rigid,  there  was  some  extravasation  of  blood. 

No.  2104  (R.  C.  S.  Museum). — ^Ankylosis  of  spine  in  extreme 
lateral  curvature. 

The  specimen  consists  of  seven  vertebrsB  from  the  upper  end  of 
the  thoracic  region,  and  is  remarkable  in  that  many  of  the  joints 
between  the  articular  processes  on  both  sides  of  the  vertebral  column 
are  firmly  ankylosed.  The  bodies  are  imited  by  means  of  a  curved 
ridge  of  bone  running  along  the  concavity  of  the  spine,  and  the 
vascular  foramina  for  the  bodies  are  in  the  hollow  of  this  curve 
behind  the  ridge.  Four  vertebrce  are  chiefly  involved  in  the 
curvature,  which  is  so  sharp  that  its  concave  or  left  border 
measures  only  li  inches,  while  the  convex  border  is  4 J  inches  long. 
Each  vertebra  is  thus  wedge-shaped,  with  its  base  to  the  right  or 
convex  border  of  the  curve.  The  costo- vertebral  and  costo-trans- 
verse  joints  are  deformed  but  not  ankylosed.  The  ligamenta 
subflava  of  the  four  or  five  vertebrse  which  are  involved  in  the 
curve  show  complete  ossification  on  the  concave  side  only.  The 
interspinous  ligaments  are  not  affected.  The  bones  are  small,  and 
are  probably  those  of  a  young  adult. 

No.  2050  (E.  C.  S.  Museum). — Complete  ankylosis  of  spine, 
pelvis,  and  ribs  (spondylitis  ossificans). 

The  preparation  shows  bony  ankylosis  of  the  entire  length  of  the 
spinal  coliunn,  of  both  sacro-iliac  artictdations,  and  of  all  the  ribs  at 
their  junctions  with  the  spine.  The  bodies  are  united  by  their 
edges,  the  inter-vertebral  discs  being  unaffected.  The  bond  of 
union  thus  consists  of  a  series  of  bridges  which  are  most  marked  on 
either  side  of  the  anterior  common  ligament.  The  ankylosis  of  the 
neural  arches  is  effected  by  osseous  metaplasia  (more  or  less  com- 
plete) of  the  ligamenta  subflava,  the  inter-spinous  ligaments,  and 
the  capsules  of  the  joints  between  the  articular  processes  of  the 
vertebrae.  The  ribs  are  joined  to  the  spine  on  both  sides  by 
ossification  of  their  costo-vertebral  and  costo-transverse  ligaments, 
and  the  positions  of  these  various  bands  are  accurately  mapped  out 
by  the  deposit  of  bone  which  has  replaced  the  ligament.  No 
diminution  is  observable  in  the  size  of  the  inter- vertebral  foramina. 
There  is  one  large  dorsal  curve  in  the  spine  which  involves  the 
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whole  of  the  thoracic  and  the  greater  parts  of  the  cervical  and 
lumbar  r^ons.  In  addition  a  moderate  lateral  deviation  of  the 
spine  to  the  right  exists.  The  hip-joints  are  normal,  and  the 
symphysis  pubis  is  not  ankylosed.  The  inlet  of  the  true  pelvis  has 
a  strikingly  triangular  outline. 

The  specimen  has  probably  been  taken  from  an  old  male 
skeleton. 

No.  2109  (E.  C.  S.  Museum). — Complete  ankylosis  of  spine, 
pelvis,  and  ribs. 

The  condition  of  this  specimen  is  so  exactly  like  that  of  the  pre- 
ceding (No.  2050)  that  one  description  will  almost  suffice.  The 
osseous  material  which  has  replaced  the  various  ligaments  presents  a 
fibrous  appearance  in  many  parts,  indicating  the  original  structure 
of  the  ligaments.  This  is  especially  well  seen  in  the  site  of  the 
posterior  costo-transverse  ligaments.  The  hip-joints  are  normal, 
and  the  symphysis  pubis,  with  the  sacro-iliac  joints,  are  ankylosed. 
As  in  the  preceding  specimen,  the  inlet  of  the  pelvis  is  decidedly 
triangular ;  that  part  of  the  brim  which  stretches  from  just  outside 
the  sacro-iliac  joint  to  the  junction  of  the  body  and  horizontal 
ramus  of  the  pubes  is  flattened  so  that  it  forms  a  straight  line  on 
each  side.  In  consequence  of  some  bending  of  the  ilium  near  the 
mid  point  of  the  crest  the  anterior  superior  spines  are  a  little 
approximated.  The  attachments  of  the  longissimus  dorsi,  gluteus 
maximus,  and  perinsBal  muscles  are  marked  by  numerous  spiculated 
outgrowths  indicating  ossification  of  tendons.  The  preparation 
apparently  belongs  to  an  old  male  skeleton. 

No.  1007(35)  (Guy's  Hospital  Museum). — Complete  ankylosis 
of  the  spine,  pelvis,  ribs,  and  hip-joints. 

This  remarkable  specimen  shows  bony  ankylosis  of  the  entire 
length  of  the  spine,  of  the  pelvic  and  hip- joints,  and  of  all  the  ribs 
with  the  spine. .  There  was  thus  absolute  rigidity  of  the  skeleton 
from  the  head  to  the  knee-joints,  excluding  the  upper  extremities. 

Unfortunately,  the  specimen  has  been  broken  into  several  pieces 
and  otherwise  damaged,  but  its  general  characters  very  closely  cor- 
respond with  those  of  the  two  preceding  spinal  columns.  The  inter- 
vertebral discs  are  unaffected,  the  bodies  are  united  at  their  edges 
by  rounded  bridges  of  bone,  the  joints  between  the  articular  pro- 
cesses are  obliterated,  and  the  neural  arches  and  spines  are  more 
or  less  imited  by  ossification  of  the  ligamenta  subflava  and  inter- 
spinous  ligaments.     The  costo-vertebral  joints  are  ankylosed,  but 
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neither  the  anterior  nor  posterior  common  ligament  seems  to  have 
shared  in  the  osseous  change.  Viewed  as  a  whole  the  spine  shows 
an  increase  of  the  normal  antero-posterior  thoracic  curve,  the  apex 
corresponding  with  the  last  two  thoracic  vertebrsB  ;  but  there  is  no 
lateral  deviation.  The  atlas  is  united  to  the  cranium  by  its  lateral 
masses,  though  the  anterior  and  posterior  arches  are  normal.  The 
articular  portion  of  the  glenoid  fossa  is  deepened  and  irregular  from 
f>eripheral  outgrowths,  but  the  temporo-maxillary  joint  was  clearly 
not  ankylosed.  The  axis,  and  with  it  the  remaining  cervical  verte- 
brae, was  firmly  united  to  the  under  siirf  ace  of  the  atlas,  but  there  is 
now  very  slight  rotatory  movement  between  them.  This  is  proba- 
bly the  result  of  damage  to  the  bones  in  preparation.  The  trans- 
verse ligament  behind  the  odontoid  process  appears  to  be  ossified, 
but  the  process  itself  is  free. 

The  right  hip- joint  is  completely  ankylosed  in  a  position  of  extreme 
abduction  with  some  flexion  and  eversion.  The  shaft,  trochanters,  and 
neck  of  femur  are  normal,  and  as  far  as  it  can  be  seen  the  rounded 
outline  of  the  head  is  preserved.  But  the  margin  of  the  acetabulum 
is  welded  with  the  margin  of  the  articular  surface  of  the  caput 
femoris  by  a  layer  of  spongy  bone.  The  cotyloid  notch  is  partly 
filled  with  similar  material.  Enough  of  the  right  ala  of  the  sacrum 
has  been  preserved  to  show  that  the  right  sacro-iliac  joint  is  also 
ankylosed.  The  bones  are  well  formed,  the  ridges  and  impressions 
are  very  distinct,  and  though  old  they  are  heavy  (especially  the 
femur),  without  signs  of  atrophy.  There  is  nothing  in  this  portion 
of  the  preparation  to  suggest  the  nature  of  the  disease  which  has 
caused  the  ankylosis. 

The  condition  of  the  left  hip-joint  is  precisely  like  that  of  the 
right  from  the  exterior.  Owing  to  a  large  piece  of  the  acetabulum 
being  broken  off,  the  articular  surface  of  the  caput  femoris  is 
exposed.  Its  rounded  outline  is  preserved,  but  the  surface  is 
covered  with  fine  bony  prominences  and  spiculee.  Near  the  site  of 
the  fovea  capitis  there  is  some  loss  of  substance,  but  probably 
not  from  disease.  The  cavity  of  the  joint  is  not  obliterated,  the 
ankylosis  being  produced  by  bony  union  of  the  margins  of  the 
acetabulum  and  caput  femoris,  as  in  the  opposite  joint. 

No.  1318^  (Guy's  Hospital  Museum). — Ankylosis  of  spine  and 
hip. 

This  si>ecimen  was  described  by  Dr.  Hilton  Fagge  in  *  Trans. 
Path.  Soc.,'  vol.  xxviii,  p.  201.    It  is  especially  interesting  because 
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accompanied  with  a  full  clinical  history  and  autopsy.  In  the  three 
preceding  instances  no  records  of  the  cases  have  been  preserved. 

Dr.  Fagge's  case  may  be  siunmarised  thus  : 

The  patient  was  a  man,  aged  34,  whose  illness  began  one  year 
before  admission  to  Guy's  Hospital  with  marked  stooping,  great 
weakness,  pain  in  the  abdomen,  and  troublesome  cough.  Subse- 
quently he  became  unable  to  walk  without  assistance ;  the  respira- 
tion was  entirely  abdominal  and  orthopnoeic,  and  death  resulted  from 
dyspnoea.  The  autopsy  revealed  bony  ankylosis  of  the  neural 
arches  of  the  spines  of  the  thoracic  and  lumbar  vertebrae,  and 
ankylosis  of  the  following  joints  :— Eight  hip- joint,  costo- vertebral 
and  costo-transverse  joints,  and  those  between  the  articular  pro- 
cesses of  the  vertebrae.  The  bodies  of  the  vertebrae  were  remarkably 
softened,  but  the  inter- vertebral  discs  were  normal.  The  pleurae 
were  adherent,  and  there  was  bronchitis  with  bronchiectasis  on 
both  sides.  Old  calcareous  deposits  were  found  in  the  mesenteric 
glands,  and  a  peculiar  mortar-like  substance  in  the  cancellous  tissue 
of  the  caput  femoris  and  the  heads  of  the  ribs. 
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1.  Cystic  accessory  thyroid  body. 

By  Walter  Edmunds. 
[With  Plate  IX.] 

THE  tumour  is  of  a  globular  shape,  between  4  and  5  cm.  in 
diameter.  On  section  it  is  seen  to  consist  mainly  of  one 
large  cyst  which  contained  a  pale  brown  glairy  fluid.  Into  the  cavity 
of  the  cyst  there  projected  two  small  excrescences.  One  of  these  is 
seen  in  the  specimen,  the  other  has  been  removed  for  microscopic 
examination.  In  the  wall  of  the  cyst  is  a  solid  portion  about  the 
size  of  an  almond,  probably  constituting  the  original  structure  from 
which  the  cyst  is  a  development. 

Microscopic  examination  of  this  solid  portion  shows  it  to  be  of 
thyroid  nature ;  it  consists  mainly  of  vesicles,  some  of  which  con- 
tain colloid  matter.  It  differs  from  normal  thyroid  tissue  in  two 
re8i)ects: 

(1)  In  the  majority  of  the  vesicles  containing  no  colloid,  but 
being  wholly  occupied  by  large  cells,  the  result  of  the  multiplication 
of  the  secreting  cells  lining  the  thyroid  vesicles ;  and 

(2)  In  the  existence  between  the  vesicles  of  a  considerable 
amount  of  lymphoid  tissue, — ^that  is  to  say,  of  a  tissue  composed  of 
small,  darkly  staining  cells  embedded  in  a  vascular  stroma.  In 
this  respect  the  structure  differs  not  only  from  normal  thyroid,  but 
also,  as  far  as  my  experience  goes,  from  diseased  thyroid.  It 
suggests  the  possibility  of  the  tumour  having  originated  in  a 
lymphatic  gland.     (See  Plate  IX,  figs,  e  and  f.) 

Microscopic  examination  of  the  intra-cystic  growth  shows  it  to 
consist  centrally  of  a  coarse  fibrous  tissue,  externally  to  that  of  a 
layer  of  lymphoid  tissue,  and  on  the  surface,  and  therefore  con- 
tributing to  the  lining  membrane  of  the  cyst,  of  a  layer  consisting  of 
large  secreting  thyroid  cells  embedded  in  a  network  of  fine  fibres 
and  blood-vessels.  This  tissue  contains  no  proper  vesicles,  but 
here  and  there  are  seen  in  it  small  collections  of  colloid  secretion. 
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The  tumour  was  removed  during  life  from  the  neck  of  a  man, 
aged  28,  where  it  had  been  noticed  a  few  months.  It  was  situated 
below  and  in  front  of  the  left  angle  of  the  jaw ;  it  shelled  out  easily, 
and  was  not  connected  with  the  thyroid  gland;  indeed,  it  was 
Bome  distance  from  it.  The  thyroid  gland  was  not  seen ;  as  &r  as 
could  be  judged,  it  was  normal.  In  childhood  there  had  been 
some  inflammation  of  the  lymphatic  glands  in  the  same  situation, 
probably  of  a  tubercular  nature,  but  this  is  now  quiescent. 

The  only  similar  specimen  to  be  found  in  the  *  Transactions '  of 
the  Society  is  one  of  "  Intra-cystic  Papilloma  of  an  Accessory 
Thyroid  Gland,"  described  by  Mr.  Bilton  Pollard  in  vol.  xxxvii 
(1886),  p.  607.  November  I9ih,  1895. 


2.  Accessory  thyroid  body. 
By  Cyril  Oole,  M.B. 


I^HE  lobes  of  the  thyroid  gland  were  somewhat  enlarged,  especi- 
ally that  on  the  left  side,  which  extended  downwards  beside 
the  trachea  and  partly  covered  it  in  front. 

Quite  separate,  lying  behind  the  sternum,  just  above  the  left  in- 
nominate vein,  and  in  the  mid-line,  was  a  tumour  of  hemispherical 
shape,  measuring  1^  inches  in  diameter  and  i  inch  in  thickness. 
There  was  no  flattening  of  the  trachea  against  which  it  lay. 

On  microscopical  examination  no  evidence  of  lymphatic  gland 
tissue  was  foimd  in  the  tumour,  the  structure  of  which  appeared 
to  be  that  of  thyroid  tissue — vesicles  of  somewhat  large  size  lined 
by  a  single  layer  of  cubical  epithelium  and  filled  with  colloid 
material. 

There  were,  however,  in  addition  large  tracts  of  tissue  devoid  of 
colloid  and  composed  of  closely  set  follicles  filled  with  epithelium, 
a  condition  seen  in  the  embryonic  state  of  the  thyroid  gland. 

From  a  woman,  aged  55  years,  who  died  of  granular  kidney  and 
cerebral  hsemorrhage.  There  was  no  history  of  any  symptoms  con- 
nected with  the  tumour  described.  January  7th,  1896. 
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3.  Sequel  of  a  case  of  cystic  accessory  thyroid  body  in  which 
four  operations  for  recurrence  were  performed  in  the  course 
of  six  years. 

By  Abthub  E.  Babeeb. 

I  AM  led  to  publish  a  brief  record  of  the  sequel  of  this  case  from 
the  feeling  that  data,  both  in  r^ard  to  the  clinical  and  patho- 
logical histories,  of  so-called  accessory  thyroid  tumours  are  urgently 
needed. 

The  clinical  history  of  the  primary  growth  in  this  case,  prior  to 
the  first  operation  for  its  removal,  has  been  already  recorded  (*  Brit. 
Med.  Joum.,'  June  21st,  1890).  The  nature  and  immediate  result 
of  that  formidable  procedure  were  also  described  at  the  same  time. 
It  will  not  therefore  be  necessary  now  to  do  more  than  give  a 
very  brief  sketch  of  the  history  of  the  original  tumour  before  its 
removal,  together  with  a  note  as  to  its  structure  when  examined 
with  the  naked  eye  and  the  microscope.  An  accoimt  of  its  recur- 
rences and  the  structure  of  the  parts  removed  in  three  of  the  four 
subsequent  operations,  will  then  complete  the  case  up  to  the  present 
moment. 

When  I  first  saw  the  patient  in  1889  he  was  aged  50,  and  except 
for  this  very  large  tumour  on  the  left  side  of  the  neck,  apparently 
in  perfect  health. .  The  growth  had  commenced  as  a  smaU  move- 
able nodule  in  1880,  just  above  the  clavicle,  in  front  of  the  inner 
side  of  the  stemo-mastoid  muscle.  In  December,  1881,  when  he 
was  first  seen  by  Dr.  Cole,  of  Bath,  it  had  a  diameter  of  about 
f  of  an  inch.  In  March,  1888,  it  had  increased  to  1^  inches  across, 
and  was  cystic.  In  May,  1884,  it  was  3f  inches  in  its  longest  dia- 
meter, which  ran  downwards  and  inwards.  During  the  next  four 
years  it  slowly  increased  in  size.  Up  to  February,  1889,  the  girth 
of  the  neck  had  increased  5  inches. 

When  I  was  about  to  operate  on  the  mass  in  October,  1889,  it 
was  found  to  reach  from  over  the  mastoid  process  to  the  clavicle. 
In  front  it  overlapped  the  jaw  and  pushed  the  larynx  to  the  right. 
Behind,  it  reached  well  under  the  trapezius  muscle.  The  skin 
over  this  mass  was  very  thin,  tense,  and  congested,  and  hardly 
moveable  on  the  subjacent  cysts.  The  latter  were  evidently  nume- 
rous, from  the  size  of  an  orange  to  that  of  a  marble.    The  largest 
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was  on  the  front  of  the  tumour,  and  looked  as  though  it  would 
burst  through  the  tense  skin.  The  whole  mass  lay  imder  the  stemo- 
mastoid  muscle,  to  which  it  was  firmly  fixed.  No  enlarged  glands 
could  be  felt  aroimd  it  or  in  the  axilla  or  groin. 

On  October  29th,  1889, 1  removed  the  whole  mass  and  part  of 
the  stemo-mastoid  muscle  which  was  incorporated  with  it,  by  a  most 
formidable  operation.  Some  healthy  glands  were  also  removed 
from  over  the  sheath  of  the  great  vessels,  and  another  mass  the 
size  of  a  walnut,  obviously  infected  with  the  same  growth  from  the 
apex  of  the  pleura,  where  the  tumour  dipped  down  behind  the 
clavicle.  The  large  woimd  healed  absolutely  without  any  trouble 
or  suppuration,  and  the  patient  was  out  of  bed  in  the  third  week, 
and  left  town  for  Brighton  in  the  fourth. 

The  tumour  on  removal  was  found  to  consist  of  numerous  cysts 
and  a  considerable  amoimt  of  solid  matter.  The  walls  of  the 
former  were  made  up  of  a  tough,  well-defined  envelope  of  fibrous 
tissue  from  -jSg-  to  |^  of  an  inch  in  thickness.  This  tissue  was  fairly  weD 
marked  off  from  the  stroma  of  the  mass  in  some  places,  but  shaded 
into  it  at  others.  All  the  cavities  were  filled  with  a  dirty  brown 
fluid,  and  contained  nxmierous  papillomatous  masses  projecting  into 
them.  These  prominences  were  firm  at  the  base,  but  branched  out 
into  the  most  delicate  fronds,  which  floated  in  the  fluid  contents. 
They  were  exceedingly  fragile.  The  stroma  of  the  mass  was  pinkish 
white  in  tint  and  fairly  firm,  with  soft  friable  patches  here  and 
there.  Under  the  microscope  the  basis  of  the  mass  was  seen  to 
consist  of  tough  fibrous  tissue,  highly  differentiate,  and  containing 
few  or  no  cells  or  nuclei.  It  simply  showed  strands  of  parallel 
Wavy  fibres  packed  closely  together,  so  closely  indeed  as  almost  to 
give  a  hyaline  appearance  in  certain  parts.  It  was  of  this  material 
that  the  walls  of  the  cysts  were  composed.  This  substratum  was 
broken  up  here  and  there  by  islands  of  cells  of  more  or  less  cuboid 
shape,  and  the  centres  of  these  islands  were  undergoing  colloid  change. 
Many  of  the  islands,  however,  were  made  up  of  large  cells  packed 
together  without  any  arrangement  and  of  no  particular  shape.  Large 
vessels,  cut  at  various  angles,  were  also  to  be  seen  in  the  fibrous 
stroma.  In  other  parts  were  oval  or  much  elongated  interspaces 
lined  with  colxminar  cells  of  great  regularity  and  having  dear 
material  in  their  centres.  The  structure,  in  fact,  recalled  veiy 
strongly  that  of  the  thyroid  gland,  except  for  the  irregularity  in 
size  and  shape  of  the  cell-lined  spaces.    These  latter  were  appa- 
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rently  the  beginnings  of  cysts.  But  where  such  cysts  were  fully 
developed  they  presented  a  very  interesting  appearance.  Their 
walls  were  lined  everywhere  with  a  single  layer  of  cuboid  epithe- 
lium of  the  most  regular  form.  From  these  walls  here  and  there 
papillomatous  growths  sprung  out  into  the  cavity  of  the  cyst. 
These  varied  in  size  from  small  microscopic  excrescences  to  masses 
as  large  as  a  walnut.  But  whatever  their  size,  their  structure  was 
everywhere  essentially  the  same.  They  consisted  of  soft,  delicate 
connective  tissue  in  the  centre,  covered  by  £^  cuticle  of  columnar  cells. 
The  shapes  assumed  by  these  papillomata  were  of  the  greatest 
variety.  Sometimes  they  were  simple  villous  projections  of  greater 
or  less  length.  Sometimes  this  primary  form  was  folded  over  and 
over  on  itseK,  so  that  its  outline  on  section  resembled  the  old  Greek 
border  pattern.  Other  processes  were  tree-like,  branching  in  all 
directions.  Many  of  the  latter  showed  in  their  central  stems 
spaces  lined  by  the  same  epithelium  seen  on  the  surface. 

The  masses  supposed  to  be  infected  glands  removed  at  the  first 
operation  showed  identically  the  same  structure,  but  without  any 
apparent  tendency  to  the  formation  of  cysts. 

But  it  is  in  the  further  history  of  this  case  down  to  the  present 
moment  that  its  chief  pathological  interest  lies.  In  the  first  place 
the  patient  is  in  excellent  health  at  this  very  moment,  over  six 
years  after  the  removal  of  the  primary  growth  with  its  secondary 
masses.  And  yet  it  has  been  thought  necessary  since  then  to 
operate  four  times  for  recurrences.  The  last  of  these  operations  I 
performed  in  October,  1895.  In  each  case  the  recurrence  had  all 
the  appearance  of  being  limited  to  the  glands  of  the  neck,  turn- 
ing out  clearly  in  a  chain  of  masses  varying  from  the  size  of  a 
pea  to  that  of  a  small  plum.  Each  reproduced  exactly  the 
structure  of  the  original  growth  removed  at  the  first  operation  on 
the  three  occasions  on  which  I  myself  excised  it — June,  1891,  April, 
1894,  and  October,  1895.  This  I  proved  by  the  microscopical  exa- 
mination of  many  sections  which  I  still  possess.  On  the  other 
occasion,  the  second,  the  recurrence  was  excised  by  a  surgeon  in 
Bath,  but  the  tumour  was  lost  before  it  had  been  examined  micro- 
scopically. 

That  this  tumour  was  derived  from  an  accessory  thyroid  gland  I 
have  myself  no  doubt.  It  might  possibly  have  started  from  the 
border  of  the  thyroid  itself  and  gravitated  downwards.  But,  after 
all,  this  distinction  is  hardly  of  importance,  the  structure  in  either 
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case  being  essentially  the  same  and  the  functions  of  an  acoessoir 
thyroid,  as  we  now  know,  being  probably  the  same  as  those  of  the 
true  gland. 

But  the  exact  starting-point  of  the  secondary  nodules,  since 
removed,  is  not  so  clear.  If  they  originated,  as  I  believed,  on  each 
occasion  in  the  lymphatic  glands,  the  tumour  showed  most  of  the 
characteristics  of  malignancy.  It  grew  at  the  last  rather  rapidly, 
inyolved  the  stemo-mastoid  muscle,  a  great  part  of  which  had  to  be 
removed ;  and  supposing  these  secondary  nodules  to  be  formed  in 
lymphatic  glands,  the  repeated  recurrence  would  indicate  malig- 
nancy, though  perhaps  of  a  milder  type  than  usual. 

And  yet  in  view  of  the  fact  that  this  patient  is  alive  and  in 
robust  health  at  the  end  of  six  years  in  spite  of  repeated  recunenoes, 
I  cannot  help  thinking  that  it  is  possible  that  the  recurrent  nodules 
may  be  explained  otherwise  than  by  supposing  them  to  have  formed 
in  lymphatic  glands  and  to  be  of  a  malignant  nature.  It  has  occurred 
to  me  that  these  recurrent  nodules  may  be  nothing  more  than  out- 
lying buds  or  germs  of  the  original  growth  which  escaped  excision 
at  the  earlier  operations,  and  since  then  have  hjrpertrophied  to 
make  up  for  the  removal  of  the  original  large  mass  of  thyroid 
tissue.  In  regard  to  the  latter  it  is  impossible  to  say  whether  it 
included  the  whole  thyroid  or  not.  It  reached  from  the  mastoid 
process  to  below  the  clavicle,  and  transgressed  the  middle  line  of 
the  neck  in  front,  obliterating  nearly  all  the  ordinary  landmarks. 
It  may  easily  be,  then,  that  the  whole  thyroid  was  actually  removed 
at  the  first  operation  as  one  diseased  mass,  and  that  the  isolated 
large  nodules  f oimd  deeper  in  the  neck  were  developments  of  fresh 
thyroid  tissue  to  replace  that  already  destroyed  by  the  disease. 

But  if  the  original  growth  started  in  an  accessory  thyroid,  as  the 
history  woxild  seem  to  indicate,  and  if  the  thyroid  proper  was 
healthy  at  the  time,  it  would  be  a  little  difficult  to  account  for 
the  necessity  for  the  formation  of  extra  thyroid  tissue. 

This  appears  to  me  to  be  a  question  the  elucidation  of  which 
is  of  the  utmost  practical  importance.  For,  if  after  the  removal 
of  these  so-called  accessory  thyroids,  we  see  nodules  springing  up 
in  the  neck  in  and  around  the  scar,  indistinguishable  to  the  naked 
eye  and  the  touch  from  infected  lymphatic  glands,  we  ought  to  know 
whether  we  are  to  regard  these  as  indications  of  the  generalisation 
of  a  malignant  growth  to  be  removed  as  soon  as  possible,  or  as 
simple  compensatory  hypertrophy  of  nodules  similar  to  the  original 
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growth,  which  should  be  most  studiously  let  alone.  I  confess  that, 
until  I  had  remoTed  the  last  of  the  recurrences  in  this  case  in 
October,  1895, 1  always  regarded  them  as  glands  infected  from  the 
original  growth.  But  since  then,  and  especially  since  I  have  made 
a  careful  microscopical  examination  of  the  nodules  removed,  I  am 
inclined  to  think  they  were  simply  due  to  compensatory  hyper- 
trophy of  outlying  nodules,  and  that  the  condition  of  the  thyroid 
gland,  if  it  remains,  requires  this  hypertrophy.  And  should  there 
be  any  further  reappearance  of  similar  masses  in  this  gentleman's 
neck  in  the  future,  I  shall  feel  much  more  happy  about  them,  and 
shall  feel  inclined  to  let  them  alone.  I  may  be  wrong,  of  coursef,  in 
this  surmise,  and  others  may  correctly  regard  these  recurrences  as 
glandtdar  infections.  And  the  fact  that  they  were  found  in  all 
parts  of  the  inferior  triangles  of  the  neck  would  seem  to  support 
this  view.  But  though  their  situation,  behaviour,  and  minute 
structure  resembled  infections  of  glands,  the  long  duration  of  the 
case  and  apparent  immunity  from  infection  of  deeper  organs  six 
years  after  the  removal  of  the  primary  growth  arouses  a  doubt 
upon  the  point.  If  they  be  not  glandular  recurrences  they  are  to 
my  mind  the  more  remarkable  in  their  wide  distribution  and  in 
their  number  and  in  their  occurring  in  chains  like  glands.  If  they 
be  glandular  they  are  remarkable  in  the  slight  amount  of  malig- 
nancy in  spite  of  their  persistent  recurrence  time  after  time  during 
six  years. 

The  responsibility  of  coming  to  a  decision  as  to  their  pathological 
nature  is  very  great  in  this  case.  If  they  are  glandular  recurrences, 
they  must  be  followed  up  and  extirpated  as  often  as  they  reappear. 
If  they  are  compensatory  enlargements  of  thyroid  tissue,  they  must 
be  left  alone.  On  this  point  I  hope  for  the  assistance  of  members 
of  this  Society.  January  7th,  1896. 

B^fHyri  of  the  Morbid  Chrowths  Committee  on  Mr,  Arthur  E, 
Barker's  specimen  of  cystic  accessory  thyroid  body.  —  We  have 
carefully  studied  the  microscopic  sections  submitted  to  the  Com- 
mittee by  the  author,  as  well  as  others  prepared  by  ourselves. 

We  find,  with  the  author,  that  the  primary  growth  removed  in 
1889  and  all  the  recurrent  tumours  preserved,  are  characterised  by 
being  in  a  highly  pronounced  degree  papilliferous.  The  condition 
of  the  sections  from  the  original  tumour  does  not  permit  of  a  more 
detailed  statement,  but  newly  made  sections  taken  from  the  last 
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recurrence  but  one  (1894),  which  is  unquestionablj  in  lymphatic 
glands,  exhibit  the  following  appearances. 

The  papillary  formations  project  into  and  completely  fill  the 
eysts  within  which  they  have  grown,  the  cysts  themselves  being  of 
various  sizes,  the  smallest,  as  will  be  presently  noticed,  microscopic. 
That  this  is  the  correct  view  (as  opposed  to  that  of  the  growths  being 
simple  adenomata)  appears  from  the  fact  that  considerable  areas  of 
the  interior  of  the  cysts  are  plainly  recognisable,  and  though  con- 
tiguous with,  are  quite  distinct  from,  the  contained  papillary  mass. 

The  epithelium  covering  the  highly  complex  branching  papillary 
processes  is  in  some  places  columnar,  in  others  subcolumnar. 

It  is  noteworthy  that  colloid  material  of  the  usual  kind  lies 
between  and  amongst  the  outgrowing  processes,  the  cells  covering 
which  have  retained  their  physiological  properties  as  in  a  glandular 
tissue  produced  by  retrocession  or  inversion  from  a  free  surface. 

The  amoimt  of  colloid  present,  however,  is  not  great. 

The  method  of  development  is  distinctly  traceable  in  the  sections 
prepared  by  ourselves. 

At  the  periphery  of  the  main  cysts  in  the  tissue  representing 
the  capsule  of  the  tumour  are  to  be  seen  minute  solid  collections 
of  epithelial  cells  without  lumen ;  in  such  groups  a  lumen  is  next 
formed,  and  into  the  minute  cysts  Resulting  from  the  increase  of  this 
lumen  the  earliest  stages  of  papillary  formation  can  be  seen.  The  type 
of  growth  is  from  the  first  papillif erous ;  and  we  should  class  it  as 
a  cystic  papilliferous  carcinoma.  In  places  the  microscopic  picture 
is  almost  indistinguishable  from  the  papilliferous  cystic  adenomata 
of  the  ovary. 

The  question  proposed  by  the  author  of  the  communication  is, 
whether  the  recurrent  tumours  have  formed  in  lymphatic  glands  or 
are  independent  formations  of  thyroidal  tissue  akin  to  accessory 
thyroids. 

Amongst  the  sections  furnished  by  the  first  operation  (1889)  is 
one  of  a  lymphatic  gland.  This,  we  agree  with  the  author,  is 
devoid  of  any  new  growth.  The  author,  however,  states  that  he 
has  observed  nothing  like  lymphatic  tissue  in  any  of  the  recurrent 
tumours,  and  is  thus  inclined  to  disbelieve  their  glandular  origin. 
This  observation  is  correct  so  far  as  the  author's  own  sections  go, 
but  in  those  prepared  by  ourselves  from  the  last  recurrence  but 
one  (1894),  there  is  immistakable  evidence  that  certain  of  the 
growths  have  taken  place  in  lymphatic  glands.    Aroimd  the  new 
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formation  there  is  a  comparatively  thick  Uiyer  of  typical  lymphatic 
tissue  accurately  bounded  externally  by  a  thin  fibrous  capsule. 

We  may  point  out,  in  addition,  that  the  papilliferous  character 
of  all  the  recurrent  formations  removes  them  from  the  cat^^ry  of 
accessory  thyroid  tissue  which  has  undergone  compensatory  hyper- 
trophy. The  lymphatic  infection  is  comparable  to  that  of  the 
axillary  glands  in  papilliferous  or  villous  carcinoma  of  the  mam- 
mary ducts,  and  the  disease  in  question  resembles  this  in  its  com- 
paratively low  degree  of  malignancy.  We  can  express  no  opinion 
as  to  the  origin  of  the  primary  growth,  whether  from  a  normal 
or  accessory  thyroid,  but  the  proper  recurrences,  we  think,  pro- 
bably all  arose  in  lymphatic  glands,  as  this  was  certainly  the 
case  in  the  last  but  one  of  them.  There  is,  at  least,  no  evidence 
to  show  that  any  of  the  recurrences  arose  in  accessory  thyroid 
glands. 

Somewhat  similar  cases  have  been  described  and  figured  by 
Wolfler  ("  Ueber  die  Entwickelung  und  den  Bau  des  Kropfes," 
Langenbeck's  'Arch.  f.  klin.  Chir.,'  vol.  xxxix,  1883). 

James  Bebby. 
Anthony  A.  Bowlby. 
Samuel  G.  Shattock,  Chairman. 


4.  Multiple  exogenous  adenomata  of  the  thyroid  body. 
By  Samuel  G.  Shattock. 

THE  rarity  of  the  anatomical  condition  to  be  described,  and  the 
contrast  it  offers  to  the  case  of  recurrent  thyroidal  tumours 
reported  by  Mr.  Barker  in  the  present  volume  (p.  225),  may  render 
it  worthy  of  notice. 

The  growths  were  removed  by  Mr.  W.  H.  Battle  (who  has  kindly 
placed  the  material  at  my  disposal),  from  a  man  22  years  of  age, 
a  carman,  admitted  into  St.  Thomas's  Hospital  in  October,  1895. 
There  was  no  parental  disease  of  a  like  kind,  but  one  brother 
of  the  patient,  aged  25,  had  a  median  swelling  of  the  neck  in  the 
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position  of  the  thyroid,  imassociated  with  any  mental  defect;  a 
second  brother  and  a  sister  were  free  of  disease. 

The  patient  had  noticed  a  swelling  in  the  right  side  of  the  neck 
for  three  years;  this  had  slowly  increased  save  for  a  temporary 
diminution  imder  the  use  of  iodine  paint  about  two  years  ago. 

State  on  odmiBtion, — There  is  a  tumour  about  the  size  of  an 
orange  in  the  right  side  of  the  neck  beneath  the  stemo-mastoid. 
For  the  most  part  it  is  soft  and  elastic,  but  towards  the  lower  and 
inner  part  there  is  a  nodule  which  is  exceedingly  hard  and  freely 
moveable,  though  connected  with  the  main  mass. 

The  isthmus  is  distinctly  increased  in  size.  The  left  lobe  of  the 
thyroid  is  also  enlarged,  and  with  the  exception  of  a  nodule  towards 
the  inner  and  lower  part,  it  is  throughout  of  soft  consistence. 

Laryngological  eTa.miTia.tion  revealed  no  impairment  in  the 
movement  of  the  vocal  cords,  or  other  change. 

The  growth  of  the  right  side  was  alone  removed.  Recovery  was 
iminterrupted. 

Description  of  the  specimen, — The  mass  comprises  three  chief 
portions,  ranging  from  1^  to  1|  inches  in  chief  diameter,  and  in 
addition  a  large  number,  about  twenty,  of  lesser;  these  have  a 
range  of  diameter  from  i  to  J  of  an  inch.  The  tumours  are 
variously  shapen  or  facetted  from  mutual  pressure.  The  chief 
formations  and  certain  of  the  lesser  have,  moreover,  a  lobulated 
surface.  These  lobular  eminences,  as  shown  by  section,  are  divided 
from  the  parent  mass  by  a  delicate  line  of  connective  tissue,  the 
whole  being  contained  within  a  common  though  extremely  thin 
capsule.  The  outer  surface  of  the  chief  mass  presents  the 
meandering  vascular  furrows  which  are  present  on  the  normal 
thyroid,  and  many  thin- walled  patulous  veins  are  displayed  in  the 
cut  surfaces  whence  they  emerge  to  the  exterior. 

One  of  the  growths,  about  an  inch  in  chief  diameter,  has  imder- 
gone  nearly  complete  calcification.  Before  dissection  these  different 
growths  were  loosely  held  together  by  connective  tissue,  they  formed 
indeed  not  a  single  mass  surroimded  by  a  common  capsiile,  but  a 
conglomerate  of  distinct  tumours  not  imlike  a  group  of  lympho- 
matous  glands. 

Histology. — ^The  larger  tumours  exhibit  in  some  parts  the  structure 
of  ordinary  thyroid  tissue,  in  others  modifications  of  it;  in  the 
former  the  tissue  consists  of  colloid-holding  tubular  spaces  lined 
with  a  single  layer  of  cubical  epithelium.    Here  and  there  hsemor- 
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rhage  has  widely  disparted  and  compressed  the  tubuli.  The 
vesicles  when  compared  with  those  of  the  normal  gland  are  not 
imnaturally  large,  as  thej  are  in  ordinary  parenchymatous  goitres. 

Other  portions  of  the  larger  tumours  present  the  structure  exhi- 
bited more  widely  by  the  smaller.  In  these  the  gland  spaces  are  of 
greater  size  than  normal,  and  are  filled  with  multiform  epithelial 
cells ;  they  have  no  proper  lumen,  and  the  colloid  is  in  relatively  small 
amount,  often  as  collections  of  discrete  droplets  lying  amid  the  cell 
masses,  and  clearly  the  product  of  individual  cells. 

Bemarkt. — The  microscope  shows  that  the  growths  forming  this 
remarkable  conglomerate  are  throughout  of  thyroidal  tissue,  i.  e. 
that  they  are  simple  adenomata,  and  have  not  arisen  in  lymphatic 
glands.  Such  a  condition  might  account  for  a  series  of  recurrences 
ensuing  after  a  corresponding  series  of  incomplete  removals,  but  the 
realisation  of  such  a  possibility,  though  suggested,  is  not  to  be 
found  in  Mr.  Barker^s  case  before  referred  to ;  in  that  instance  the 
recurrences,  as  determined  by  the  Morbid  Growths  Committee,  were 
located  in  lymphatic  glands,  and  the  tumours  themselves  were  cystic 
papilliferous  carcinomata. 

Such  multiple  adenomata  might  arise,  it  is  conceivable,  indepen- 
dently of  the  proper  thyroid  in  connection  with  residua  of  the 
primitive  diverticula  from  which  the  lateral  lobes  and  isthmus  are 
developed,  t.  e.  the  formations  might  be  genetically  distinct.  The 
thyroid,  though  ultimately  ductless,  is  formed  around  a  group  of 
ducts  (for  its  diverticula  are  such)  after  the  manner  of  an  ordinary 
acinous  or  tubular  gland  like  the  pancreas  or  kidney,  and  it  bears 
the  marks  of  this  mode  of  development  in  the  persistent  lobiilation 
it  presents  on  section,  whilst  the  so-called  vesicles,  as  long  ago 
pointed  out  by  Virchow,  are  continuous  tubtdar  structures ;  the 
thyroid  is,  in  short,  a  ductless  tubular  gland.  As  the  kidney  in 
some  vertebrates  (Bear,  Seal,  Manatee,  Cetacea,  Laoertilia,  Ophidia), 
is  compound,  so  conceivably  might  be  the  thyroid,  seeing  that  it  is  de- 
veloped after  a  similar  plan.  I  have,  however,  been  tmable  to  find 
any  description  of  such  a  condition,  and  nothing  indicating  it  is 
shown  by  the  series  "  thyroid  "  in  the  Museum  of  the  Eoyal  College 
of  Surgeons,  though  the  series  is  at  present  a  small  one.  The  possi- 
bility, therefore,  of  an  atavistic  reversion  to  an  ancestral  type 
cannot  be  at  present  considered. 

The  multiplicity  of  tumours  in  the  case  under  consideration  is,  I 
believe,  due  to  what  may  be  called  exogenous  formation.     The 
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growth  of  circumscribed  isolated  masses  of  thyroidal  tissue  in  the 
thyroid  body  is  of  not  infrequent  occurrence  in  goitre — adenomatous 
goitre ;  such  masses  lie  within  the  hypertrophied  gland  or  invested 
on  their  more  superficial  aspect  by  a  layer  of  thyroidal  tissue ;  and 
they  may  be  described  as  endogenous.  The  isolable  growths, 
however,  may  arise  at  the  surface,  and,  like  subperitoneal  myomata 
of  the  uterus,  eventually  become  discontinuous.  This  is  what  has 
happened  in  the  present  case,  and  in  the  masses  so  disconnected  the 
same  process  has  been  repeated.  Thus  some  of  the  larger  are 
merely  lowly  lobulated,  but  a  section  carried  through  them  shows 
that  the  eminences  appertain  to  hemispherical  processes  which  are 
parted  off  from  the  rest  of  the  neoplasm  by  a  delicate  line  of  connec- 
tive tissue ;  in  other  situations  there  are  minute  bud-like  projections 
which  readily  allow  of  being  peeled  away  from  the  parent  tumour. 

In  uterine  myomata  this  method  of  multiplication  is  well  known, 
but  I  have  never  seen  it  repeated;  I  do  not  know  of  a  discon- 
tinuous subperitoneal  uterine  tumour  which  presents  secondarr 
eminences  imdergoing  the  same  process  of  isolation. 

March  I7th,  1896. 


5.  On  (he  transformation  of  solid  thyroid  adenomata  into  cysts. 
By  James  Bebby,  B.S. 

THE  fifteen  specimens  that  I  show  this  evening  are  intended  to 
illustrate  the  manner  in  which  a  common  form  of  thyroid  cyst 
is  formed,  namely  from  solid  encapsuled  adenomata,  by  the  gra- 
dual breaking  down  and  liquefaction  of  the  centre  of  the  adenoma. 
The  specimens  are  nearly  all  from  the  museums  of  St.  Bartholomew's 
tind  the  Royal  Free  Hospitals,  and  most  of  them  have  been  removed 
by  operation.  The  first  specimen  is  a  globiilar  adenoma  of  the  size 
of  a  small  orange,  removed  feom  a  girl  aged  10.  It  is  soUd 
throughout  except  in  the  very  centre,  where  a  small  cyst  is  beginning 
to  form.  The  next,  of  about  the  same  size,  shows  a  more  advanced 
stage  ;  the  cavity  in  the  centre  is  considerably  larger.  The  third  is 
from  an  older  patient,  a  woman  aged  41 ;  in  this  case  the  whole  of 
the  tumour  has  liquefied,  except  at  the  periphery,  where  small  masses 
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of  thyroid  tissue  still  adhere  to  the  inner  surface  of  the  cyst  wall. 
Another  specimen  shows  a  similar  condition.  It  is,  I  think,  suffi- 
ciently evident  that  these  are  all  merely  different  stages  of  the  same 
process.  The  next  specimen  is  one  which  immediately  after  removal 
appeared  to  be  a  perfectly  fluid  cyst,  but  by  carefully  hardening 
the  specimen  in  spirit  for  some  days  before  opening  it,  the  fluid  por- 
tion has  been  solidified,  and  the  delicate  thyroid  tissue,  the  remains  of 
the  original  solid  adenoma,  has  been  rendered  evident,  and  is  seen 
to  form  about  one  third  of  the  whole  tumour.  The  next  three 
specimens  show  numerous  adenomata  occupying  the  whole  lateral 
lobe  of  an  enlarged  thyroid.  Some  of  the  adenomata  are  quite 
solid,  others  show  liquefaction  of  the  centre  only,  while  in  others 
the  whole  of  the  interior  has  been  converted  into  fluid.  The 
remaining  specimens  with  the  exception  of  two,  show  also  different 
stages  of  the  transition  of  adenomata  into  cysts.  Thyroid  cysts 
which  have  originated  in  this  manner  are  particularly  well  suited 
for  intra-glandular  enucleation,  since  the  capsule  is  almost  always 
very  well  marked,  and,  in  the  older  tumours  at  least,  the  cyst  wall  is 
usually  thick  and  only  loosely  embedded  in  the  surrounding  gland 
tissue.  The  last  two  specimens  have  been  brought  here  for  com- 
parison with  the  others;  they  are  thin- walled  smooth  cysts  with 
clear  straw  coloured  contents,  and  do  not  belong  to  the  same  class, 
as  they  have  apparently  not  been  formed  by  the  breaking  down  of 
adenomatous  tissue. 

March  17^,1896. 


6.    Further  observations  and  experiments  on  the  pathology  of 
Graves's  disease. 

By  Walter  Edmunds. 
(From    the    Brown    Institution.) 

[With  Plates  VTU  and  IX.] 

K  a  communication  to  the  Society  last  year,  the  great  importance 

of  the  parathyroid  glands  was  pointed  out. 
It  was  shown  that  if  from  a  dog  the  whole  of  one  lobe  of  the 
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thyroid  gland,  including  the  parathyroid,  was  removed,  and  also 
two  thirds  of  the  opposite  lobe,  the  dog  would  live  or  die  according 
as  the  portion  left  did  or  did  not  contain  the  parathyroid  gland  of 
that  side. 

Further  experiments  have  shown  that  it  is  not  even  necessary  to 
leave  any  thyroid  tissue  proper  at  all,  one  parathyroid  is  of  itself 
sufficient.  In  six  dogs  now  have  I  left  only  one  parathyroid,  and  the 
animals  have  lived.  In  some  of  these  experiments,  in  order  to  be 
sure  of  not  interfering  with  the  blood-supply  of  the  parathyroid  to 
be  left,  the  dissection  has  been  carried  rather  wide  of  it  and  thus  a 
minute  morsel  of  thyroid  tissue  proper  has  also  been  left ;  but  we 
shall  see  reason  for  thinking  that  this  fragment  had  nothing  to  do 
with  preserving  the  life  of  the  animal. 

If  both  parathyroids  are  removed,  it  is  necessary,  in  order  that 
the  dog  may  live,  to  leave  a  considerable  portion  of  thyroid  proper. 
In  one  of  these  experiments  one  quarter  of  one  lobe  and  one  fifth 
of  the  other  lobe  were  left ;  the  animal  nevertheless  had  severe 
symptoms  of  athyroidea,  and,  as  it  was  thought  certain  he  would 
die,  he  was  destroyed. 

In  another  experiment  three-quarters  of  the  thyroid  proper  in 
one  lobe  only  was  left  (and  neither  parathyroid) ;  the  dog  lived, 
took  his  food  well,  and  did  not  lose  flesh,  but  he  had  symptoms. 
He  had  well-marked  tremors,  and  could  not  stand  up  properly ;  he 
remained  in  this  state,  getting  neither  better  nor  worse,  for  forty- 
four  days,  when  he  was  killed. 

Thus  it  is  necessary,  in  order  that  a  dog  may  live  without  para- 
thyroids, that  about  37  per  cent,  of  the  thyroid  proper  be  left,  and 
if  he  is  to  remain  in  good  health,  somewhat  more ;  it  seems  also 
clear  that  any  fragment  of  thyroid  proper  left  together  with  the 
parathyroid  in  the  other  experiments  had  nothing  to  do  with  the 
preservation  of  the  life  of  the  animal. 

The  parathyroids  and  also  the  portions  of  thyroid  tissue  proper 
left  in  these  experiments  hypertrophy,  but  the  thyroid  proper  by 
far  the  most.  The  microscopic  changes  found  are  interesting  and 
important. 

In  the  parathyroid  the  changes  seem  to  be  mainly  those  of  hyper- 
trophy. There  are  to  be  seen  secreting  cells,  sometimes  greatly 
enlarged,  and  cells  showing  cell  inclusions,  also  giant  cells  and  un 
infiltration  of  leucocytes.     (Plate  Vm,  figs,  a  and  g.) 

Sometimes  there  is  found  a  long  line  of   columnar  secreting 
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cells  forming  almost,  or  quite,  a  vesicle ;  but  the  vesicle  is  solitary 
and  surrounded  bj  less  differentiated  secreting  tissue.  Sometimes, 
too,  scattered  throughout  the  specimen  may  be  seen  minute  col- 
lections of  normal  colloid  secretion. 

These  changes  no  doubt  show  the  intimate  connection  histologi- 
cally between  the  parathyroid  and  thyroid  proper ;  but  they  fall  far 
short  of  the  one  developing  into  the  other ;  and  as  some  of  the 
experiments  extended  over  six  months  from  the  time  of  operation, 
it  may  be  inferred  that  in  the  dog,  as  in  the  rabbit,  the  parathyroid 
under  these  conditions  does  not  develop  into  thyroid  tissue  proper. 

In  the  piece  of  thyroid  proper  left,  the  following  changes  are  found. 

If  the  portion  left  is  small,  and  no  parathyroid  is  also  left,  the 
dog  will  only  survive  a  few  days.  The  changes  are :  (1)  the  colloid 
has  disappeared  from  the  vesicles ;  (2)  the  vesicles  are  filled  with 
blood ;  or  (3)  they  are  occupied  with  large  cells  which  seem  to  be 
due  to  the  multiplication  of  the  secreting  cells  lining  the  vesicles. 

If  a  parathyroid  or  sufficient  thyroid  has  been  left  to  allow  the 
dog  to  live,  then  the  specimens  can  be  obtained  at  any  date  and  the 
following  changes  will  be  found. 

(1)  The  vesicles  become  enlarged  and  their  shape  altered  from 
round  or  cubical  to  oblong  or  branched.  (2)  The  lining  membrane 
of  the  vesicles  becomes  convoluted,  and  projects  in  ridges  into  the 
cavities  of  the  vesicles.  (3)  The  secreting  cells  become  columnar, 
and  taller  than  before.  (4)  Comparatively  little  colloid  is  to  be 
found  in  the  thyroid  vesicles,  its  place  being  often  taken  by  a  secre- 
tion which  stains  much  less  deeply.  (Plate  VIII,  figs,  b  and  d  ; 
Plate  IX,  figs.  A  and  c.) 

The  explanation  of  these  changes  seems  to  lie  in  an  attempt  at 
compensation.  The  enlargement  of  the  vesicles  and  also  the  con- 
Tolution  of  the  lining  membrane  would  allow  of  more  secreting  cells 
lining  the  vesicles  in  a  single  layer ;  indeed,  the  mxiltiplication  of 
the  secreting  cells,  in  response  to  an  increased  demand,  may  possibly 
cause  the  stretching  out  of  the  basement  membrane,  which  would 
lead  to  its  convolution  and  also  to  the  enlargement  of  the  vesicles 
and  their  branching. 

One  point  of  great  interest  in  connection  with  this  matter,  is  that 
these  changes  are  almost  identical  with  those  seen  in  the  enlarged 
thyroid  of  Graves's  disease;  here  too  the  vesicles  are  enlarged, 
oblong,  and  branched ;  the  lining  membrane  is  convoluted,  and  the 
secreting  cells  columnar,  also  the  colloid  is  to  a  greater  or  less 
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extent  absent,  and  replaced  by  a  secretion  which  stains  much  less 
deeply,  and  appears  to  be  of  a  more  watery  consistence ;  sometimes 
also  free  secreting  cells  are  to  be  seen  in  the  vesicle,  sometimes 
blood.     (Plate  VIII,  figs,  c  and  e  ;  Plate  IX,  figs,  b  and  d.) 

These  resemblances  are  so  close  that  they  suggest  that  the 
changes  in  the  thyroid  of  Graves's  disease  are  due  to  an  attempt  at 
compensation ;  if  so,  it  would  appear  from  the  extent  of  the  changes 
on  the  one  hand,  and  the  persistence  of  the  disease  on  the  other, 
that  the  attempt  is  unsuccessful;  the  enlarged  thyroid  no  doubt 
forms  an  increased  amount  of  the  secretion,  but  this  does  not  cure 
the  disease,  and  this  agrees  with  the  clinical  observations  of  the 
uselessnessof  thyroid  feeding  in  the  treatment  of  Graves's  disease;  the 
increased  secretion  may,  and  very  possibly  does,  add  to  the  symptoms, 
but  that  is  a  very  different  thing  from  being  the  cause  of  the  disease. 

With  respect  to  exophthalmos,  in  the  former  paper  it  was  stated 
that  it  was  intended  to  repeat  the  experiments  of  excising  the  para- 
thyroids of  rabbits,  and  endeavouring  to  ascertain  by  comparison 
with  previously  selected  controls,  whether  the  operation  caused  any 
alteration  in  the  prominence  of  the  eyes.  The  experiment  has  now 
been  tried  again, — ten  times, — with  the  result  that  five  times  the 
eyes  of  the  operated  rabbits  appeared  to  have  become  less  prominent, 
— ^that  is  to  say,  excision  of  the  parathyroids  caused  exophthalmos,  in 
one  case  the  opposite  result  ensued,  and  in  four  cases  the  results 
were  negative,  or  at  least  indecisive.  It  must  be  admitted,  however, 
that  the  method  of  investigation  does  not  seem  very  rigid. 

In  connection  with  this  subject  it  may  be  mentioned  that  in  two 
dogs  in  both  of  which  on  one  side  the  whole  lobe  of  the  thyroid  was 
excised,  and  in  addition  in  one  dog  the  parathyroid,  and  in  the 
other  the  thyroid  proper  on  the  opposite  side  were  excised — in  both 
these  dogs  there  occurred  on  the  side  of  total  extirpation  a  very 
distinct  widening  of  the  palpebral  fissure,  due  to  a  drawing  up  of 
the  upper  lid.    This  resxilt  does  not  always  occur  in  these  operations. 

The  experiments  here  related  were  made  at  the  Brown  Institution, 
and  the  writer  has  much  pleasure  in  expressing  his  thanks  to 
Professors  Sherrington  and  Eose  Bradford,  for  the  opportunities 
and  assistance  afforded  to  him. 

Condttsians. 

1.  If  from  a  dog  the  thyroid  gland  is  so  excised  as  to  leave  only 
one  parathyroid,  the  dog  will  live. 
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DESCRIPTION   OP  PLATE  VHI. 

Illustrating  Mr.  Edmunds*  paper  on  '*  Further  Observations  and 
Experiments  on  the  Pathology  of  (Ives's  Disease."     (Page  285.) 

Fie.  A.~ParaUiyroid  of  dog.  (  x  380.)  The  whole  of  one  lobe  of  the 
thyroid  with  the  corresponding  parathyroid  was  excised,  as  well  as  the  greater  part 
of  the  opposite  lobe  of  the  thyroid.  Thus  one  parathyroid  and  a  small  portion  of 
the  adjacent  thyroid  proper  were  left.  The  dog  continaed  well»  and  at  the  end 
of  forty -one  days  was  killed. 

Fias.  A  and  G  represent  sections  from  the  parathyroid,  which  was  removed 
after  death.  They  show  (1)  infiltration  of  the  parathyroid  with  small  cells; 
(2)  large  cells  with  lightly  staining  nuclei;  (8)  giant-cells  with  many  nnclei; 
(4)  spindle-cells  and  streaks  of  connective  tissne.  Contrast  with  Fig.  F,  which 
shows  normal  parathyroid  of  dog. 

Fio.  B.— The  whole  of  one  lobe  of  the  thyroid  of  a  dog  was  removed,  together 
with  the  corresponding  parathyroid  and  five  sixths  of  tiie  opposite  lobe  of  the 
thyroid,  leaving  one  parathyroid  and  one  sixth  of  the  thyroid  proper.  The  dog 
continued  well.  One  hnndred  and  thirty-two  days  later  the  remaining  portion 
of  the  thyroid  was  excised.  Two  days  later  it  was  found  that  the  dog  was 
suffering  from  symptoms  of  athyroidea ;  he  could  not  stand,  and  his  limbs  were 
rigid  and  tremulous ;  he  had  also  rapid  breathing.    He  was  killed. 

The  part  removed  at  the  second  operation  was  found  to  consist  not  only  of  the 
portion  of  thyroid  proper  that  had  been  left,  but  also  of  the  parathyroid.  The 
figure  shows  a  section  of  the  hypertrophied  remnant  of  thyroid  proper  (  x  90). 
The  vesicles  are  oblong,  and  the  basement  membrane  convoluted.  The  secreting 
cells  are  shown  more  highly  magnified  in  Fig.  D. 

Fio.  C. --Section  of  the  enlarged  thyroid  from  a  severe  case  of  Graves's 
disease.  The  vesicles  are  oblong,  and  the  lining  membrane  is  convoluted.  The 
secreting  cells  are  columnar.    (  x  110.) 

From  a  woman  aged  85,  who  suffered  from  exophthalmos,  enlarged  thyroid, 
hypertrophied  heart  without  valvular  disease,  and  considerable  ascites.  Death 
was  due  to  double  pneumonia  and  cardiac  failure. 

Fig.  D. — Cells  lining  the  vesicles  in  the  remnant  of  the  thyroid  described 
under  Fig.  B,    The  cells  are  much  enlarged  and  columnar.    (  x  600.) 

Fig.  E. — Cells  lining  a  vesicle  of  the  enlarged  thyroid  of  a  woman  aged  81, 
who  died  of  Graves's  disease.  The  cells  are  hypertrophied  and  columnar. 
(x600.) 

Fig.  F.— Normal  parathyroid  of  dog.    (  x  200.) 

Fig.  G.— Section  of  same  parathyroid  as  that  represented  in  Fig.  A.  Tbers  is 
enlargement  and  activity  of  the  secreting  cells.    (  x  220.) 
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Fig.  A. 


Fig.  B. 


Fig.  C. 


Fig.  D. 


Fig.  E. 


Fig.  F. 


Fig.  Q. 
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DBSCEIPTION  OP  PLATE  IX. 

Ulustrating  Mr.  Edmunds'  paper  on  "  Purther  Observataons  and 
Ezperinients  on  the  Pathology  of  Graves's  Disease."     (Page  285.) 

The  whole  of  one  lobe  of  the  thyroid  of  a  dog,  together  with  the  greater  part 
of  the  opposite  lobe,  was  excised.  In  foar  days  the  animal  died  with  symptoms 
of  athyroidea. 

Fie.  A. — Section  from  the  remaining  portion  of  thyroid.  The  vesicles  do  not 
contain  colloid,  and  the  secreting  cells  have  multiplied  and  migrated  into  the 
cavities  of  the  vesicles,  which  also  contain  a  little  blood.    (  x  220.) 

Fig.  B. — There  is  multiplication  of  the  secreting  cells,  which  have  migrated 
into  the  cavity  of  the  vesicle,  as  in  Fig.  A.  (  x  220.)  From  the  same  case  of 
Graves's  disease  as  Fhite  VIII,  fig.  C. 

Fie.  C— Large  cells  and  blood  are  seen  in  the  cavity  of  the  vesicle.  (  x  220.) 
From  the  same  specimen  as  Fig.  A. 

Fie.  D. — Similar  enlarged  cells  from  the  same  specimen  as  Fig.  B.  For 
comparison  with  Fig.  C.    (  x  220.) 

Fie.  £.^Seotion  of  a  cystic  accessory  thyroid  body  (p.  228).  It  consists 
mainly  of  vesicles,  some  containing  colloid  (recognised  by  its  dark  staining),  and 
some  only  large  cells.  Between  the  vesicles  the  stroma  is  infiltrated  with  many 
lymphoid  cells.    (  x  65.) 

Fie.  F. — The  portion  of  the  preceding  section  enclosed  in  a  square,  more 
highly  magnified.  The  cells  within  the  vesicle  are  of  considerable  siie,  and 
possess  large  nuclei.  They  are  probably  descendants  of  the  secreting  cells, 
(x  880.) 
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2.  K  both  parathyroids  are  removed,  then  it  is  necessary  in  order 
that  the  dog  may  live  to  leave  about  40  per  cent,  of  the  thyroid 
proper;  further,  it  is  possible  to  leave  just  such  an  amount  of 
thyroid  proper  as  to  give  the  dog  a  chronic  myxadema. 

3.  The  microscopic  appearances  of  compensating  hypertrophy  of 
thyroid  tissue  proper,  are  almost  identical  with  the  changes  found 
in  the  enlarged  thyroid  of  Graves's  disease;  these  changes  are 
therefore  probably  secondary,  or  in  other  words  the  disease  of  the 
thyroid  is  not  the  starting-point  of  Q-raves's  disease. 

Refebbncbs. 

Gletf, — *  Cong^  de«  M^ecins  Ali^nistes  et  Neurologistes,'  Bordeaux,  1895. 
Nicolas, — *  Bibliographic  Anatomique,'  1896,  No.  4. 

May  19th,  1896. 
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VIII.  DISEASES,  ETC.,  OF  THE  SKIN. 

1.  Crateriform  ulcer  of  face.     {Card  specimen,) 

By  H.  D.  EoLLKSTON,  M.D. 

IN  the  •Transactions'  of  the  Society,  vol.  xl,  p.  275,  1887.  Mr. 
Jonathan  Hutchinson  gave  an  account  of  a  group  of  cases  of 
squamous-celled  epithelioma  of  rapid  growth  occurring  on  the  face 
near  the  eyes.  Their  characters  were  rapid  growth,  absence  of  any 
glandular  infection,  and  as  a  rule  of  recurrence,  and  the  histological 
structure  of  squamous-celled  epithelioma. 

By  the  term  "  crateriform  ulcer  of  the  face  "  this  form  of  "  acute 
epithelial  cancer"  (squamous-celled  carcinoma)  can  now  be  con- 
veniently distinguished  from  rodent  ulcer  (carcinoma  of  sebaceous 
glands,  or  possibly  of  some  of  the  other  appendages  of  the  skin). 
Kaposi,^  however,  applied  the  epithet "  crater-like  "  to  the  ulceration 
of  carcinoma  of  the  skin,  including  rodent  ulcer.  Badcliffe  Crocker  * 
speaks  of  crateriform  ulcer  as  developing  on  the  top  of  an  ordinary 
rodent  ulcer,  and  so  presumably  not  having  the  structure  of 
squamous-celled  carcinoma  from  the  first.  But  he  describes  a 
primary  case  of  a  small  ulcerated  tumour,  clinically  rodent  ulcer, 
which  after  removal  was  found  to  be  a  typical  squamous-celled 
carcinoma,  and  therefore  more  allied  to  crateriform  ulcer.  The 
question  arises  whether  such  cases  of  small  comparatively  slow- 
growing  squamous-celled  carcinoma  on  the  upper  part  of  the  fece 
are  to  be  included  in  the  class  crateriform  ulcer.  In  appearance 
and  clinical  features  they  are  allied  rather  to  rodent  ulcer,  while 
histologically  they  are  potential  crateriform  ulcers  which  have  not 
yet  become  acute.  The  existence  of  such  transitional  cases  pro- 
bably accounts  for  the  Continental  view  that  rodent  ulcer  is  not  a 
distinct  form  of  carcinoma  of  the  skin. 

In  the  specimen  I  have  the  honour  of  showing,  the  histological 

^  Hebra,  'Diseages  of  the  Skin,'  vol.  iv,  p.  208,  New  Sydenham  Soc.,  1875. 
3  *  Diseases  of  the  Skin/  2nd  edition,  p.  632. 
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■tracture  of  the  raised  edges  of  the  crater-like  ulcer  was  that  of  a 
tquamous-oelled  carcinoma  with  cell  nests. 

JSTwtory.— M.  E — ,  55  years  of  age;  nine  years  ago,  while  an 
attendant  in  an  asyliun,  he  had  been  scratched  on  the  nose  by  a 
patient,  and  since  that  time  his  nose  had  been  the  seat  of  a  chronic 
inflammatory  condition  associated  with  ulceration,  which  had  de- 
stroyed the  alse  and  septum,  and  in  places  where  there  was  cicatri- 
sation, somewhat  suggested  lupus. 

Two  years  ago  a  tumour  appeared  on  the  left  temporal  region. 
It  soon  ulcerated,  and  growing  in  extent  was  at  the  time  of  admis- 
sion 3  X  di  inches.  The  edges  were  raised  and  thickened,  and  the 
base  covered  by  sloughing  material. 

He  had  not  to  his  knowledge  had  syphilis,  but  since  he  had  been 
a  soldier  for  twenty-six  years  it  was  thought  wisest,  on  the  chance 
that  the  ulceration  of  the  nose  and  forehead  might  both  be  syphilitic, 
to  try  the  effect  of  iodide  of  potassium. 

As  the  ulcer  on  the  forehead  spread  imder  antisyphilitic  treat- 
ment, and  began  to  invade  the  upper  eyelid,  Mr.  Warrington 
Haward,  to  whose  kindness  I  am  indebted  for  this  specimen,  freely 
removed  the  ulcerated  growth,  and  at  the  same  time  some  enlarged 
glands  from  the  left  parotid  region.  Unfortimately  these  glands 
were  not  preserved,  so  it  is  impossible  to  say  whether  they  were 
enlarged  from  simple  adenitis  or  whether  they  contained  carcino- 
matous growth. 

In  Mr.  Hutchinson's  cases  glandular  enlargement  did  not  occur — 
a  remarkable  fact  considering  the  rapidity  of  the  growth. 

December  17{h,  1895. 


2.   Two  simultaneous  squamous-ctUed  carcinomata,     {Card 

specimen.) 
By  H.  D.  EoLLBSTON,  M.D. 

rssB  two  growths  were  removed  from  a  man  aged  64  by  Mr, 
Dent,  by  whose  kindness  I  am  enabled  to  show  them. 
For  the  last  forty  years  the  patient  had  lived  at  Torquay,  and 
for  many  years  had  had  a  bad  lip,  breaking  out  from  time  to  time 
and  healing  in  between.  For  the  last  three  years  it  has  been 
ulcerated  continuously.  Eleven  months  ago  the  growth  on  the  left 
ear  was  noticed. 

16 
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On  admission,  the  left  half  of  the  lower  lip  and  the  lower  half 
of  the  left  pinna  were  occupied  by  sqnamons-celled  cardnomatous 
growths,  typical  both  to  the  naked  eye  and  microscopically  after 
their  removal. 

The  specimens  are  of  interest  (1)  from  their  presence  at  the  same 
time  on  the  same  patient,  and  (2)  from  the  possibility  of  infection 
having  been  conveyed  from  the  older  growth  on  the  lip  to  the  ear, 
thus  setting  up  a  similar  growth  in  that  situation. 

Multiple  rodent  ulcers  have  been  frequently  recorded,  and  their 
association  with  a  marked  tendency  to  freckle  is  pointed  out  by 
Mr.  J.  Hutchinson,  '  Archives  of  Surgery,'  vol.  iii,  p.  318.  In  this 
case  there  was  no  noticeable  freckling. 

Professor  William  Eose  ('King's  College  Hospital  Beports,' 
vol.  ii,  p.  69, 1895)  describes  an  analogous  case  of  epithelioma  of  the 
right  arytsBno-epiglottidean  fold  of  the  larynx  following?  a  similar 
growth  of  the  tongue  in  a  man  aged  forty-seven  years.  He  r^ards 
it  as  a  true  case  of  cancerous  implantation.        March  17th,  1896. 


3.  An  anomalous  tumour  {?  adenoma)  of  sebaceous  glands. 

By  H.  D.  EoLLESTON,  M.D. 

(With  Plate  XII.  fig.  a.) 

THE  growth  was  removed  from  a  patient  in  St.  Gkorge's  Hospital 
by  Mr.  C.  T.  Dent,  to  whose  kindness  I  am  indebted  for  the 
opportunity  of  showing  it. 

Situated  in  the  left  temporal  region,  just  above  the  outer  angle 
of  the  orbit,  the  tumour  was  seen  before  removal  to  be  composed 
of  papillomatous  masses  separated  from  each  other  by  famt  depres- 
sions, and  partially  covered  by  a  scab. 

The  patient,  John  M — ,  aged  57,  an  electro-plater,  had  had  the 
growth  for  "  many  years," — for  how  many  he  did  not  exactly  know, 
but  it  was  more  than  twenty,  though  not  all  his  life.  Five  yean 
ago  it  became  irritated,  and  since  that  it  had  increased  in  size. 
Eighteen  months  before  admission  caustic  had  been  applied,  with 
the  result  that  it  had  grown  more  rapidly. 

The  tumour  is  sessile,  but  is  almost  entirely  above  the  level  of 
the  surrounding  skin.  On  its  deeper  aspect  it  is  limited  by  con- 
densed fibrous  tissue,  and  it  but  slightly  depresses  the  derma  on 


Digitized  by 


Google 


ANOMALOUS  TUMOUE  (f  ADBNOHA)  OF  SEBACEOUS  GLANDS.     243 

which  it  lies.  The  epidermis  covering  it  shows  the  effect  of  con- 
stant pressure  applied  from  within.  The  interpapillaiy  processeq 
are  flattened  out  and  atrophied.    Part  of  the  tumour  is  ulcerated. 

Prom  irritation  excited  by  the  tumour,  the  interpapillaiy  pro- 
cesses of  the  skin  in  the  immediate  neighbourhood  of  the  tumour 
have  grown  down  into  the  derma. 

There  are  numerous  sebaceous  glands  in  close  contact  with  the 
edge  of  the  tumour ;  in  one  or  two  places  proliferation  of  these 
glands  is  taking  place,  the  resulting  cells  resembling  those  of  hair 
follicles  or  those  of  the  tumour. 

The  framework  of  the  tumour  is  composed  of  strands  of  cell- 
formed  fibrous  tissue,  which  divides  it  into  lobules.  In  parts  there  is 
some  myxomatous  tissue  (Plate  XTT,  fig.  a)  between  the  masses  of 
epithelial  cells,  an  appearance  which  has  been  described  by 
Mr.  Paul,  both  in  sebaceous  adenomata  and  in  rodent  Tilcer.^ 

The  epithelial  cells  composing  the  growth  are  arranged  on  a 
somewhat  irregular  acinous  pattern.  Some  of  the  adni  are  very 
large,  and  contain  indistinctly-seen  epithelial  debris ;  the  cells  lining 
them  are  flattened,  as  if  from  pressure  exerted  by  the  contents.  In 
other  parts  there  are  masses  of  epithelial  cells  which  are  probably 
acini  filled  up  with  epithelial  cells.  The  cells  are  of  various  shapes 
and  differ  in  size;  some  resemble  the  cells  of  sebaceous  glands, 
while  others  are  more  like  the  cells  of  rodent  ulcer.  Mutual 
pressure  has  produced  moulding  of  the  epithelial  cells  on  each 
other,  which  gives  the  appearance  of  commencing  p^ei^do-pearls. 
Kanthack  ^  points  out  that  they  may  be  due  to  glandular  disease  or 
degeneration,  and,  as  Paul  remarks,  their  importance  is  often 
exaggerated.  In  this  case,  however,  they  are  in  a  very  rudimentary 
state,  and  do  not  present  any  degenerative  changes. 

The  cells  are  sometimes  sub-columnar,  occasionally  from  pres- 
sure flattened  into  the  form  of  spindles,  but  generally  spheroidal. 
There  is  no  sign  of  calcification  such  as  has  been  described  by 
Mr.  Eve  ^  and  Mr.  J.  Hutchinson,  jun.,^  in  sebaceous  adenoma. 

The  resemblance  of  the  cells  and  the  presence  of  numerous 
sebaceous  glands  in  the  immediate  neighbourhood  point  to  this 
origin  of  the  growth. 

»  P.  T.  Paul, '  Trans.  Path.  Soc.,*  vol.  xlv,  p.  164. 
>  A.  A.  Kanthack,  <  Joamal  of  Anatomy,'  yoL  xzvi. 
*  P.  S.  Eve,  *  Trans.  Path.  Soo.,'  vol.  xxxiii,  p.  385. 
<  J.  HntchinsoD,  jnn.,  ibid.,  vol.  xli,  p.  275* 
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On  the  whole  the  structure  is  acinous,  but  proliferation  has  taJcen 
place  to  such  an  extent  as  to  render  the  growth  atypical,  and  so  to 
suggest  that  there  is  here  a  transition  from  an  adenoma  to  a  carci- 
noma of  the  sebaceous  glands. 

The  proliferation  of  the  epithelial  cells  might  have  been,  in  part 
at  least,  the  result  of  stimulation  by  caustic  eighteen  months  before 
removal,  and  in  this  connection  it  is  noteworthy  that  proliferation 
of  the  connective  tissue  does  not  appear  to  have  played  any  part  in 
obscuring  th3  structure  of  the  growth,  as  was  the  case  in  the 
squamous-celled  carcinoma  shown  before  the  Society  by  Mr.  Bobinaon 
in  1891.1 

The  point  of  interest  in  this  specimen  is  its  relation  to  adenoma 
on  the  one  hand,  and  to  carcinoma  of  the  sebaceous  glands  on  the 
other. 

The  long  duration  of  the  disease  and  its  more  recent  growHi 
after  irritation  suggest  that  it  is  an  adenoma  that  has  been  quickened 
into  morbid  growth.  Although  the  acini  are  larger  than  those  met 
with  in  rodent  ulcer,  the  general  arrangement  of  the  epithelial  celk 
is  compatible  with  the  view  that  the  growth  is  a  rodent  ulcer  of  an 
irregular  type,  for,  as  Mr.  Paul  remarks,  it  is  an  imdoubted  feet 
that  in  rodent  ulcer  both  the  ceUs  and  the  cell  groups  vary  con- 
siderably in  appearance. 

But  that  it  is  not  a  rodent  ulcer  seems  to  me  to  be  shown  by  the 
position  and  relations  of  the  growth.  It  does  not  invade  or  infiltrate 
the  derma,  and  only  to  a  very  slight  degree  depresses  the  derma, 
from  which  it  is  separated  by  a  layer  of  condensed  fibrous  tissue. 
Mr.  Bowlby,'  however,  points  out  that  '*  there  is  a  noticeable  abeence 
in  rodent  \ilcer  of  the  infiltration  of  the  surrounding  tissues  at  the 
edge  of  the  timiour  by  detached  epithelial  cells,"  and  contrasts  it 
in  this  respect  with  epithelioma.  Though  bearing  this  carefully  in 
mind,  it  has  seemed  to  me  that  in  this  case  the  anatomical  position 
of  the  growth  stamps  it  as  an  adenoma.  The  presence  of  idceration 
has  no  special  bearing  on  this  question;  it  may  be  absent  for 
years  in  rodent  ulcer,  in  one  case  for  twenty-two  years  (Bowlby), 
and  is  liable  to  occur  in  sebaceous  adenomata.' 

It  may  perhaps  be  urged  that  rodent  idcer  is  quite  an  excep- 
tional form  of  carcinoma,  and  that  inasmuch  as  many  of  the  clinica] 

^  H.  B.  Robinion,  'Trans.  Path.  Soo.,'  vol.  zlii,  p.  816. 
*  A.  A.  Bowlby,  ibid.,  toL  xIt,  p.  162. 
'  J.  B.  Satton, '  Tomoort,'  p.  286. 
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features  of  inalignancy  are  conspicuously  absent,  its  recognition 
should  depend  solely  on  its  histological  structure,  quite  apart  from 
its  anatomical  relations.  In  that  case  this  specimen  would  rank  as 
a  rodent  ulcer,  and  not  as  a  somewhat  anomalous  adenoma.  It  is 
rather  with  a  yiew  of  eliciting  an  expression  of  opinion  on  the 
relative  importance  of  histological  structure  and  anatomical  posi- 
tion in  determining  the  nature  of  a  growth  that  the  specimen  is 
brought  forward.  December  Srd,  1895. 

Note. — In  the  discussion  which  followed  most  speakers  regarded 
the  growth  rather  as  an  early  rodent  ulcer  than  as  an  adenoma. 
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1.  Saponifying  necrosis  in  a  lipoma  of  the  thigh. 
{Card  specimen.) 

By  Samubl  G.  Shattock. 

AYEBTicAL  section  of  a  large  pedunculated  lipoma  which  was 
removed  from  the  thigh.  It  had  been  growing  for  twenty- 
six  years,  and  after  excision  weighed  3i  pounds.  In  its  centre  there 
is  an  oval  area  of  necrosis  an  inch  and  three  quarters  in  chief 
diameter,  which  contrasts  with  the  rest  of  the  growth  by  its 
opacity  and  whiteness. 

On  the  left  of  this,  separated  by  a  zone  of  normal  tissue,  is  a 
second  similar  focus  in  which  softening  has  taken  place,  with  the 
production  of  a  pseudO'CjBt, 

The  cause  of  the  necrosis,  whether  arterial  blockage  or  other, 
cannot  be  certainly  determined ;  in  the  microscopic  sections  there 
are  vessels  filled  with  clot,  but  how  far  this  condition  is  causally 
related  to  the  death  of  the  tissue  it  is  impossible  to  say.  Exten- 
sive necrosis  is  not  rarely  met  with  in  sarcomata,  notably  those  of 
the  testis  and  giant-celled  tumours  of  bone  ;  these  areas  are  often 
largely  mingled  with  blood,  and  it  is  a  question  yet  to  be  answered 
whether  this  necrosis  is  due  to  the  laceration  and  isolation  of  parts 
of  the  growth  by  extravasation  from  ruptured  vessels,  or  whether 
it  may  be  the  result  of  arterial  obstruction  by  ingrowth  of  the 
tumour  tissue,  the  necrosis  being  then  followed  by  extravasation,  as 
in  hsemorrhagic  infarction. 

In  the  case  of  ordinary  tissues  death  is  followed  by  intra-oellular 
coagulation,  and  this,  it  may  be,  by  calcification,  as  in  the  necrosifl 
of  tubercular  granulomata.  We  find  precisely  the  same  change 
ensue  in  the  grafts  of  human  mammary  carcinoma  placed  in  the 
subcutaneous  tissue  or  peritoneal  cavity  of  animals ;   the  trans- 


Digitized  by 


Google 


SAPONIFYING  NECBOSIS  IN  A  LIPOMA  OP  THE  THIGH.  247 

planted  pieces  die  and  undergo  the  changes  of  an  ansemic  infarct  of 
the  kidney,  the  carcinomatous  epithelium  ceasing  to  take  any 
nuclear  stains. 

In  lipomata,  however,  a  different  result  follows  necrosis,  seeing 
that  coagulation  cannot  be  induced  in  the  oil  of  the  cells.  In 
these  circumstances  the  oil  undergoes  saponification,  combinations 
taking  place  between  the  fatty  acids  and  the  lime  and  soda  salts 
of  the  plasma  which  infiltrates  the  dying  tissue. 

Why  this  does  not  occur  during  life,  whilst  the  tissue  is  sur- 
rounded by  plasma,  can  only  be  attributed  to  the  action  of  the 
living  protoplasmic  walls  of  the  cells. 

The  process  is  not  coagulation  necrosis,  nor  is  it  calcification, 
but  one  peculiar  to  adipose  tissue,  or  other  tissue  in  which  extreme 
teMy  degeneration  has  preceded  its  death,  and  it  should  be  definitely 
distinguished  by  the  term  Saponification. 

The  change  is  referred  to  by  Virchow  ('Die  krankhefte  Qe- 
Bchwiilste '),  who  observes  that  it  is  not  rare  to  find  in  lipomata,  as 
Furstenberg  showed  in  animals,  isolated  cavities  filled  with  fat^ 
partly  fluid,  partly  saponified.  True  calcification  occurs,  of  course* 
in  fatty  tumours,  but  this  is  not  to  be  confused  with  saponification. 

Not  only  is  the  correctness  of  this  interpretation  borne  out  by 
chemical  analysis,  but  one  finds  on  histological  section  that  although 
a  few  cells  may  hold  the  delicate  radiating  crystals  of  solidified  f att 
others  are  filled  with  a  structiireless  coarsely  fissured  substance,  to 
the  clefts  of  which  there  adhere  granules  of  a  deeply  coloured  pre- 
cipitate, or  their  inner  surface  is  thickly  crusted  with  a  similar 
precipitate. 

No  such  appearances  are  encountered  in  the  normal  tissue  of 
lipomata,  and  the  granular  coloured  precipitate  may  be  regarded 
as  derived  from  the  hsematoxylin,  and  due  to  the  action  of  the  soap 
within  the  cells,  or  the  remains  of  it  adhering  to  their  walls, — such 
a  precipitate,  in  fact,  as  is  produced  when  an  acid  solution  of  the 
dye  is  added  to  tap-water  or  to  a  solution  of  common  soap.  In  the 
necrosed  focus,  besides  the  fat  cells,  there  may  be  recognised  hyaline 
tracks  of  fibrous  tissue,  but  no  signs  of  hsemorrhage  either  recent 
or  old. 

I  endeavoured  experimentally  to  observe  the  saponification  of 
necrosed  adipose  tissue,  by  grafting  a  portion  of  the  fat  from  around 
a  recently  removed  scirrhus  of  the  breast  beneath  the  dorsal  skin  of 
a  guinea-pig. 
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The  tumour  was  removed  on  April  11th,  1896,  and  the  experiment 
carried  out  a  very  few  hours  after  its  excision :  the  piece  of  fat  was 
cut  out  with  scalpels  (sterilised  by  heat),  and  in  chief  diameter  was 
about  1  *  2  centimetres ;  it  was  pushed  into  a  pocket  of  the  subcutaneous 
tissue  some  way  from  the  incision,  which  was  carefully  closed  with 
many  interrupted  sutures  of  fine  carbolised  silk. 

The  wound  healed  rapidly  without  infection,  and  on  May  9Ui 
(about  four  weeks  afterwards)  the  graft,  which  had  not  diminished  in 
size,  was  exposed  by  incision ;  it  was  of  a  bright  yellow  colour,  elastic, 
and  surrounded  with  a  thin  transparent  capsule,  freely  moveable  be- 
neath the  skin,  and  exactly  like  a  small  lipoma  in  the  subcutaneous 
tissue,  which  was  otherwise  free  of  fat. 

Finding  that  no  necrosis  had  ensued,  the  wound  was  re-sutured, 
and  the  tissue,  which  had  not  been  cut  into,  left  in  $iiu:  Healing 
was  again  perfect. 

On  May  27th  (about  six  weeks  after  the  original  operation)  the 
animal  was  killed  and  the  graft  removed.  I  was  surprised  to  find 
again  that  no  microscopic  alteration  had  taken  place ;  the  tissue  was, 
as  before,  loosely  encapsuled,  devoid  of  any  opacity  or  whiteness  like 
saponified  fat,  and  when  cut  across  it  presented  exactly  the  cha- 
racters of  normal  adipose  tissue,  as  it  did  also  histologically  after 
preparation. 

'  For  some  depth  between  the  vesicles  there  were  broad  strands  of 
highly  cellular  connective  tissue,  like  the  parts  of  lipomata  when 
growth  is  actively  proceeding,  and  with  scarcely  a  leucocyte  to  be 
seen. 

The  graft  had  undergone  no  necrosis ;  on  the  contrary,  it  presented 
the  marks  of  cell  proliferation  or  growth.  May  19th,  1896. 


2.  Saponifying  necrosis  in  a  lipoma  of  the  breast. 

{Card  specimen.) 

By  J.  H.  Tabobtt. 

CLINICAL  History. — From  a  woman  aged  79,  who  died  in  an 
infirmary  with  extensive  bedsores  over  the  sacrum  and  tro- 
chanters, calcareous  arteries,  gangrene  of  the  right  foot,  and  bron- 
chitis.   She  was  blind  from  a  cataract  in  the  right  eye,  the  left  eye 
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having  been  enucleated  ten  years  preyiously.  Above  the  left  breast 
there  was  a  tumour  the  size  of  a  child's  head,  which  had  begun  as 
a  small  lump  and  had  existed  for  at  least  forty  years.  This  tumour 
felt  like  a  lipoma  except  for  a  nodule  of  stony  hardness  in  the  centre 
of  the  swelling. 

Description  of  specimen, — The  tumour  is  flattened  and  circular, 
in  shape  like  a  bun,  with  a  diameter  of  about  five  inches.  It  is 
surrounded  with  a  fibrous  capsule  like  a  lipoma,  and  in  its  colour 
and  general  appearance  it  resembles  that  variety  of  tumour.  A 
horizontal  section  of  the  mass  shows  that  it  is  made  up  of  lobules 
of  fat  held  together  by  thin  strands  of  fibrous  tissue.  In  the  middle 
of  the  cut  surface  are  seen  two  distinct  cretaceous  masses ;  they 
have  a  roughly  triangular  outline,  and  measure  2^  inches  and 
2  inches  respectively  in  their  chief  diameters.  Further  examina- 
tion shows  that  these  masses  are  of  the  nature  of  cysts,  with  walls 
composed  of  fibroid  and  calcareous  material,  and  filled  with  a  fatty 
substance  of  a  yellowish-white  colour  in  which  there  is  no  calcareous 
deposit. 

Remarks. — These  encysted  masses  have  not  the  characters  of  old 
degenerated  hydatid  cysts.  From  the  contiguity  of  the  tumour 
with  the  left  breast  it  might  be  suggested  that  they  were  mammary 
cysts  filled  with  fatty  concretions.  But  from  the  shape  and  well- 
defined  outline  of  the  tumour  it  may  be  concluded  that  these  masses 
are  large  degenerative  foci  in  a  lipoma.  Such  degeneration  is 
due  to  localised  necrosis  of  the  adipose  tissue  with  saponification  of 
the  fat,  and  in  this  instance  it  has  been  followed  by  calcification  of 
the  periphery  of  the  necrotic  area.  See  Mr.  Shattock's  paper  on 
p.  246.  March  Srd,  1896. 


3.  Encysted  fatty  concretions  in  a  breast  affected  by  chronic 

mastitis. 


By  W.  Watkins-Pitchpobd,  M.B.  (per  S.  G.  Shattock). 

^HE  following  is  the  history  of  the  case  from  which  these  specimens 

were  obtained : 
Mrs.  H — ,  a  married  woman  46  years  of  age,  was  admitted  to  the 

Google 


Digitized  by  ^ 


250  MORBID  GROWTHS. 

Bridgnorth  and  South  Shropshire  Infirmary,  May  18th,  1894. 
She  complained  of  "  something  growing  in  the  left  breast." 

Her  previous  history  throws  some  light  on  the  case.  During 
twenty-two  years  of  married  life  she  had  given  birth  to  ten  children, 
all  of  whom  she  brought  up  at  the  breast.  She  never  weaned  a 
baby  until  it  was  sixteen  or  eighteen  months  old.  When  she  first 
noticed  anything  wrong  with  the  left  breast  (which  was  twelve 
months  before  admission)  she  was  suckling  her  youngest  child,  then 
twelve  months  old ;  she  continued  to  suckle  it  for  another  six 
months,  and  observed  that  some  small  hard  lumps  had  appeared  in 
the  breast,  and  that  the  milk  came  with  difficulty. 

On  examination  the  patient  proved  to  be  an  emaciated  woman, 
saying  that  she  had  lost  flesh  during  the  last  six  months.  She  was 
dyspeptic.  The  viscera  and  secretions  appeared  normal.  The  left 
breast  was  tender,  but  no  secretion  could  be  squeezed  from  the 
nipple ;  in  the  lower  half  of  the  organ  were  two  or  three  wedge-shaped 
masses  of  indurated  and  thickened  gland  tissue.  Embedded  in 
these  masses,  well  outside  the  areola,  were  three  or  four  hard 
nodules  of  roimded  outline  ;  retraction  of  the  nipple  was  produced 
when  the  nodules  were  dragged  centrifugally.  There  was  no  adher- 
ence to  or  puckering  of  the  skin ;  there  were  one  or  two  distinctly 
enlarged  soft  glands  in  the  left  axilla.  The  right  breast  exhibited 
some  signs  of  chronic  mastitis,  but  no  nodules  were  to  be  felt. 

The  breast  was  amputated,  and  the  axilla  cleared  out  by  the 
sui^eon  imder  whom  the  case  had  been  admitted.  The  patient  is 
now  (March,  1896)  in  good  health ;  the  chronic  mastitis  in  the  right 
breast  has  resolved. 

Upon  examination  of  the  affected  portion  of  the  left  breast  the 
appearances  presented  were  in  the  main  those  typical  of  chronic 
mastitis;  besides  the  abundance  of  fibrous  tissue  there  were 
numerous  minute  cysts  containing  milk  in  various  stages  of  inspis- 
sation.  Embedded  in  the  gland  substance  were  several  round  f&tty 
concretions,  the  largest  of  which  are  exhibited.  Each  concretion 
occupied  a  distinct  cavity,  the  walls  of  which  consisted  of  dense 
fibrous  tissue  with  a  smooth  lining,  and  could  be  shelled  out  with 
the  greatest  ease  after  incision  of  the  cyst  wall.  Whether  these 
fatty  concretions  had  been  formed  in  the  smaller  ducts,  or  in  the 
acini,  could  not  be  determined.  The  weight  of  the  largest  was  ten 
grains.     Microscopic  examination  of  the  concretions  revealed  only 
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grantdes  and  amorphous  greasy-looking  masses.  The  enlarged 
axillary  glands  presented  the  appearances  of  simple  induration. 

When  we  consider  the  pathology  of  chronic  mastitis,  it  is  very 
difficult  to  explain  why  these  concretions  are  not  more  frequently 
met  with  in  cases  of  that  disease  when  accompanied  by  lactation. 
We  may  take  it  that  thev  have  arisen  by  a  process  of  inspissation 
of  the  contents  of  galactoceles,  the  fluid  and  proteid  constituents 
having  been  absorbed.  The  cysts  were  in  the  first  instance  the 
result  of  the  dilation  of  acini  or  ducts  due  to  the  partial  or  com- 
plete obliteration  of  the  lumina  of  the  galactophorous  channels  by 
contracting  fibrous  tissue.  The  ducts  being  obstructed,  and  the 
formation  of  milk  still  proceeding  imder  the  stimulus  of  continued 
lactation,  an  impaction  as  it  were  of  the  cyst  cavities  by  the  more 
solid  constituents  of  the  milk  has  been  brought  about. 

Noie  by  Mr,  8.  G,  Shattock. — The  concretions  consist,  as  the 
author  states,  almost  entirely  of  fat.  When  boiled  in  a  flask  of 
ether  by  means  of  a  water-bath,  there  is  left,  after  repeated  changes 
of  the  fluid,  only  a  small  amount  of  insoluble  residue.  Examination 
of  this  in  glycerine  shows  it  to  consist  of  irregular  flakes  of  a  finely 
granular  substance,  which  might  be  casein  coagulum  originally 
present,  or  albumen  coagulated  by  the  method  employed  to  remove 
the  fat.  The  insoluble  residue  was  gently  dried  and  tested  for 
lactose  by  the  phenyl-hydrazine  method.  It  was  boiled  with  dis- 
tilled water,  filtered  whilst  hot  into  a  wide  test-tube,  and  again 
boiled  in  a  water-bath  for  several  hours  after  the  addition  of 
phenyl-hydrazine  and  sodium  acetate,  being  subsequently  filtered 
hot  to  remove  excess  of  the  first-named  substance.  The  bulk  was 
finally  reduced  in  the  water-bath  and  the  fluid  allowed  to  cool 
slowly. 

After  standing  twenty -four  hours  the  deposit  was  examined  with 
a  pipette ;  it  contained  no  crystals  whatever  (phenyl-lactosazone). 
From  the  small  amount  of  solids  present,  it  may  be  concluded  that 
the  concretions  have  not  resulted  from  the  curdling  of  retained 
milk,  such  as  might  be  brought  about  by  bacteria  within  the  ducts. 

March  Srd,  1896. 
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4.    Macrodactyly  due  to  diffuse  lipoma. 

By  EoBEBT  Jones  (per  D'Abcy  Power). 

THIS  specimen  consists  of  the  right  thumb  and  index  finger, 
removed  from  a  girl  aged  18  months.  She  is  the  third  child 
of  the  father's  second  wife.  He  had  two  children  by  his  first  wife, 
but  none  of  the  family  present  any  congenital  deformity. 

An  enlargement  of  the  right  hand  was  noticed  at  the  time  of  the 
child's  birth,  and  it  was  taken  to  Dr.  Hugh  Jones  of  Dolgelly  for 
advice  when  it  was  nine  or  ten  days  old.  The  swelling,  however, 
seemed  to  be  so  trivial  that  nothing  was  done  for  it.*  It  con- 
tinued to  increase  in  size  steadily,  and  in  six  months'  time  it  im- 
peded the  movements  of  the  hand.    The  inconvenience  increased 


Fig.  is. 


until  at  the  age  of  eighteen  months  the  parents  determined  to  have 
a  radical  operation  performed,  and  the  child  was  taken  to  Liveipool 


Digitized  by 


Google 


MACBODAOTYLY   DUB  TO   D1FKU8B  LIPOMA.  253 

to  be  under  the  care  of  Mr.  Eobert  Jones.  The  cause  assigned  by 
the  mother  is  that  she  carried  the  previous  child  a  great  deal  in  her 
arms  and  against  her  side  when  she  was  pregnant.  She  imagines 
that  this  caused  some  local  pressure  upon  the  deformed  parts. 

The  right  hand  presents  the  remarkable  appearance  seen  in 
Fig.  18.  The  arm  is  increased  in  size.  The  hand  is  deflected  to 
the  ulnar  side.  The  thumb  is  widely  abducted,  and  its  ungual 
phalanx  is  hyper-extended.  It  is  uniformly  enlarged,  and  measures 
2^  inches  in  length  and  4|  inches  in  circumference  The  forefinger 
shares  the  ulnar  deflection  of  the  hand.  It  is  uniformly  enlarged 
like  the  thumb,  and  measures  3^  inches  in  length  by  4i  inches 
in  circumference.  The  third,  fourth,  and  fifth  fingers  are  normal 
in  size  and  shape.  The  thenar  side  of  the  hand  is  p\iffy  and 
enlarged  both  upon  its  palmar  and  dorsal  surfaces.  The  swell- 
ing is  smooth,  not  lobulated,  soft  and  elastic.  The  skin  was  a  little 
redder  than  nattiral,  but  there  was  no  venous  enlargement.  The 
thumb  and  forefinger  could  be  moved  a  little,  but  there  was  free 
movement  in  all  other  parts  of  the  hand.  The  nails  of  the  finger 
and  thumb  were  flattened  and  proportionately  increased  in  size,  but 
they  were  otherwise  normal.  The  hand  was  so  useless  that  the 
thumb  and  forefinger  were  amputated.  The  patient  made  a  good 
recovery,  and  six  months  after  the  operation  her  two  hands  were 
almost  of  equal  use.  Dissection  shows  that  the  increased  size  of  the 
finger  and  thumb  is  due  solely  to  an  increase  in  the  amount  of  the 
subcutaneous  fat.  The  deposit  of  adipose  tissue  in  the  thumb 
being  greater  upon  the  palmar  than  upon  the  dorsal  surface  has  led 
to  the  hyper-extension  of  its  terminal  phalanx.  The  muscles  have 
become  involved  in  the  fatty  overgrowth.  There  is  no  evidence  of 
any  lymphangiectasis.  The  bone  is  somewhat  rarefied.  It  cuts 
readily,  and  contains  soft  yellow  marrow. 

A  microscopical  examination  shows  that  the  epithelium  is  im- 
aJtered.  The  superficial  layers  of  the  true  skin  are  firm  and  some- 
what denser  than  usual.  The  deep  layers  are  replaced  by  an 
enormous  overgrowth  of  true  adipose  tissue,  which  is  held  together 
by  a  strong  framework  of  fibrous  tissue  carrying  the  blood-vessels. 
The  adipose  tissue  is  in  every  respect  normal,  but  it  has  grown  to 
such  an  extent  that  it  has  involved  the  subjacent  voluntary  muscles, 
and  has  split  them  up  into  their  component  bundles,  whilst  in  a  few 
places  it  has  invaded  the  interfibrillar  connective  tissue.  The 
individual  muscle-fibres,  however,  are  striated,  so  that  the  change  is 
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rather  one  of  fatty  infiltration  than  of  fatty  degeneration.  The 
blood-vessels  are  not  enlarged,  and  the  lymphatics  are  apparently 
nnchanged. 

Dr.  Hugh  Jones  kindly  sent  the  exhibitor  some  additional  par- 
ticulars about  the  case : — "  The  scar  is  quite  linear,  but  the  neigh- 
bourhood of  the  wound  is  very  puffy,  blue,  and  inclined  to  be  cold. 
The  whole  Umb  is  considerably  enlarged  right  up  to  the  shoulder. 
The  measurements  of  the  two  arms  differ  greatly.  The  circumfer- 
ence of  the  hand  round  the  scar  is  about  one  inch  greater  than  round 
the  left  hand  at  the  root  of  the  thumb.  The  difference  in  circum- 
ference at  the  middle  of  the  forearm  is  about  1|  inches  ;  whilst  at 
the  middle  of  the  upper  arm  it  is  half  an  inch.  I  can  detect  no 
indication  of  a  similar  condition  in  any  other  part  of  the  body.  It 
certainly  does  not  exist  in  the  other  hand  or  in  either  foot.  There 
is  a  little  difference  in  the  arrangement  of  the  folds  on  the  inside  of 
the  thighs,  but  the  measurements  are  equal." 

Beinark$, — ^The  case  is  interesting  from  several  points  of  view. 
In  the  first  place  it  is  a  true  case  of  macrodactyly,  agreeing  with 
the  majority  of  the  cases  recorded  in  the  facts  that  it  occurred 
sporadically  in  the  family,  that  it  was  imilateral,  and  that  it  did 
not  affect  all  the  digits ;  but  differing  in  that  it  was  truly  con- 
genital, whereas  most  of  the  cases  occurred  after  birth.  The  neces- 
sity for  amputation  set  at  rest  the  true  nature  of  the  enlargement. 
We  are  a  little  apt  in  many  of  these  cases  of  overgrowth  to  blame 
the  lymphatic  system,  and  to  look  upon  them  as  the  result  of 
lymphangiectases  or  of  lymphangiomata.  This  error  is  due  to  the 
teaching  that  lipomata  are  rare  in  the  limbs.  No  doubt  in  adults 
they  are,  but  in  children  fatty  tumours  occur  rather  frequently  as 
congenital  defects.  Mr.  Adams  (*  Trans.  Path.  Soc.,'  vol.  v,  p.  327), 
Mr.  (hbj  (ibid.,  vol.  xiv,  p.  243),  and  Mr.  Lockwood  (ibid.,  vol 
xxxvii,  p.  450)  have  recorded  cases  of  lipomata  in  the  extremities. 
A  case  of  Mr.  Adams'  recorded  by  Mr.  Lockwood  is  very  similar  to 
the  one  shown  this  evening.  It  was  a  fatty  tumour  removed  from 
the  palm  of  the  hand  of  a  young  lady  aged  eighteen  years,  in  whom 
the  swelling  was  first  noticed  at  the  age  of  four  years.  The  tumour 
grew  slowly  until  it  interfered  with  the  movements  of  the  hand.  It 
was  situated  under  one  of  the  muscles  of  the  thenar  eminence,  and 
sent  prolongations  through  the  palmar  fascia. 

A  knowledge  of  these  cases  will  incline  us,  perhaps,  to  be  a  little 
less  conservative  in  our  treatment  of  them,    So  long  as  we  considered 
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them  to  be  lymphatic  in  origin,  so  long  were  we  inclined  to  leave 
them  alone  because  such  cases  sometimes  imdergo  spontaneous  cure ; 
whilst  on  the  other  hand  thej  do  not  always  heal  kindly  when  an 
attempt  has  been  made  to  excise  them.  DifPuse  lipomata  stand 
upon  quite  a  different  surgical  footing.  They  may  or  may  not  be 
congenital,  they  consist  of  comparatively  indolent  tissue,  they  are 
smaQ  at  first,  they  increase  in  size  gradually,  and  they  are  capable 
of  conversion  into  other  and  more  stable  forms  of  connective  tissue. 
Early  removal  is  therefore  the  proper  treatment,  but  failing  this,  it 
might  be  well  to  adopt  some  method  of  reconverting  the  adipose 
into  fibrous  tissue.  November  I9th,  1895. 


5.  Osteomata  from  the  scalp,     {Card  specimen,) 
By  Sydney  Jones. 

THREE  flattened  tumours  about  a  quarter  of  an  inch  in  chief 
diameter,  which  had  been  noticed  two  or  three  years.  They 
were  situated  about  an  inch  to  the  right  of  the  median  line,  and 
were  quite  distinct  from  the  periosteum  and  bone;  they  had 
apparently  developed  in  the  occipito-frontalis,  and  were  covered  with 
thin  skin.  Ground  preparations  showed  that  the  structure  was 
that  of  true  osseous  tissue  (Mr.  Shattock). 

There  were  four  or  five  similar  tumours  on  the  left  of  the  median 
line. 

They  were  removed  from  a  gentleman  sixty  years  of  age. 

May  5th,  1896. 


6.  Lymphangioma  cavemosum  from  the  parotid  region,     {Card 

specimen,) 

By  H.  Betham  Bobinson,  M.S. 

CLINICAL  History. — John  Q^ — ,  aged  3  months,  was  brought  to 
me  at  the  Children's  Hospital,  Shadwell,  in  August,  1894. 
The  child  was  full  term,  and  at  birth  well  nourished,  but  since 
that  time  he  had  rapidly  lost  flesh.      A  few  days  after  birth  the 
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mother  noticed  some  swelling  behind  the  angle  of  the  right  side  of 
the  jaw,  which  graduallj  increased  in  size  and  varied  from  time  to 
time.  The  swelling,  which  was  quite  free  from  the  skin,  appeared 
to  be  in  intimate  connection  with  the  parotid  gland,  dipping  in 
behind  the  jaw  and  extending  a  little  in  front  of  the  ear.  It  was 
soft,  doughy,  and  ill-defined,  but  apparently  cystic.  There  was  no 
facial  paralysis. 

As  at  the  expiration  of  a  fortnight  it  had  increased  so  much 
in  size  as  to  cause  very  definite  prominence  behind  the  angle,  the 
•child  was  taken  into  the  hospital,  and  on  August  23rd  I  explored 
it.  An  incision  was  made  behind  the  ramus  below  the  line  of  the 
facial  nerve  down  to  the  fascia.  The  latter  was  bulged,  and  on 
dividing  it  small  rounded  cystic  swellings  appeared.  The  most 
superficial  were  opened,  and  a  clear  straw-coloured  fluid  set  free. 
The  cysts  had  smooth  walls,  and  showing  through  their  floors  other 
cysts  were  seen,  which  were  punctured.  It  then  appeared  evident 
that  the  cysts  were  intimately  incorporated  with  the  gland,  and  that 
any  attempt  at  separation  would  be  futile.  All  the  cysts  that  could 
be  got  at  were  pimctured,  and  the  wound  washed  out  with  carbolic 
lotion  and  closed.     It  healed  by  first  intention. 

On  September  18th  it  was  noticed  that  the  swelling  was  re- 
appearing and  was  definitely  cystic.  On  September  25th  the 
swelling  was  very  much  larger,  somewhat  lobulated,  and  now  dis- 
tending the  scar  of  the  operation.  The  child  had  wasted  very 
much,  and  was  very  feeble.    He  was  readmitted,  but  died  on  the  29th. 

At  the  autopsy  there  were  no  other  lesions  detected  except  that 
of  the  parotid  gland.  This  was  taken  out,  and  it  was  found  riddled 
with  smooth- walled  cysts  filled  with  straw-coloured  fluid,  varying 
in  size  from  a  walnut  downwards.  It  was  not  satisfactorily  made 
out  whether  the  cysts  were  strictly  localised  to  the  parotid  gland  or 
not. 

Histologically  the  tissue  shows  masses  of  very  imperfectly  deve- 
loped parotid  gland  embedded  in  a  connective  tissue  which  is  veiy 
cellular,  but  not  out  of  proportion  to  the  age  of  the  child.  Cystic 
spaces  of  vaiying  size  are  scattered  among  the  former  tissue ;  their 
walls  contain  involuntary  muscular  fibres,  and  they  are  evidently 
venous  or  lymphatic  spaces.  From  the  character  of  their  contained 
fluid  there  is  no  doubt  which  of  the  two  they  correspond  to.  In  a 
few  of  the  spaces  coagrila  are  to  be  seen,  the  fibrinous  threads  en- 
tangling a  very  large  number  of  white  discs.       March  ^rd^  1896. 
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7.  Loose  bodies  from  a  subdeltoid  bursa.     {Card  specimen.) 
By  J.  Jackson  Clabkb,  M.B. 

THIS  spedmen  is  shown  by  the  kind  permission  of  Mr.  Edmund 
Owen,  and  is  thus  described  in  the  cataJogae  of  St.  Mary's 
Hospital  Museum : 

"  No.  476  c. — ^About  fifty  bodies  which  vary  in  size  from  pigeons' 
eggs  to  peas.  They  have  a  laminated  structure,  and  many  of  them 
contain  towards  their  central  part  one  or  more  spaces.  The  latter 
were  filled  with  clear  fluid.  Under  the  microscope  sections  of  the 
bodies  showed  centrally  a  coarse  network  of  anastomosing  trabeculs8» 
consisting  of  a  substance  which/ when  stained  with  hsematoxylin, 
had  a  cloudy  appearance.  In  all  probability  the  trabecule  consist 
of  altered  fibrin.  Externally  definite  concentric  lamellee  with 
nuclei  resembling  fibrous  tissue  were  seen  to  take  the  place  of  the 
irregular  trabecule.  There  were  leucocytes  in  all  parts  of  the 
section.  The  condition  appears  to  correspond  to  Yolkmann's 
'  synovitis  fibrinosa.' 

"  From  a  boy  aged  8,  who  fell  on  the  outer  side  of  the  right 
shoulder  four  months  before  admission.  A  swelling  appeared  im* 
mediately  after  the  accident,  and  gradually  increased  up  to  the  time 
of  admission.  There  was  no  pain,  and  the  Umb  could  be  moved  in 
all  directions.  The  contents  were  evacuated  through  a  simple 
incision  which  healed  rapidly.     There  was  no  fluid  in  the  joint." 

A'prU  21«f,  1896. 


8.  Syphilitic  lesions  of  lymphatic  glands. 
By  J.  Jackson  Clabkb,  M.B. 

rB  occurrence  of  gummata  in  lymphatic  glands  is  not  so  excep* 
tional  as  one  might  be  led  to  infer  from  the  absence  of  any 
notice  of  the  condition  in  ordinary  text-books.    The  only  com- 
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munication  I  remember  to  have  read  relating  to  this  subject  was  that 
made  to  the  British  Medical  Association  by  Mr.  Hutchinson,  jun. 
This  disease  is  likely  to  be  met  with  more  frequently  as  a  cJinical 
condition  than  in  the  post-mortem  room.  I  propose  to  give  first  what 
I  take  to  be  an  example  of  the  clinical  aspect  of  the  condition,  then  a 
case  in  which  I  had  the  opportimity  of  examining  the  post-mortem 
anatomy  of  the  disease. 

The  first  case  was  that  of  a  woman  aged  55,  an  out-patient  at  the 
Korth-West  London  Hospital.  She  had  suffered  from  tertiary 
syphilitic  lesions,  chiefly  of  the  skin  of  the  head  and  nasal  fosse. 
After  an  unauthorised  interval  of  attendance  she  presented  herself 
in  a  condition  of  pronounced  ansemia,  and  with  enlargement  of  the 
left  cervical  and  axillary  glands.  The  glands  felt  hard,  like  so 
many  hazel-nuts  beneath  the  skin.  There  was  at  this  time  no  dis- 
coverable active  lesion  in  the  nose,  throat,  or  skin.  The  hardness 
and  enlargement  of  the  glands  rapidly  cleared  up  under  iodide. 

The  following  case  I  ensanmedi  post-fnortem,  and  from  it  I  obtained 
the  sections  of  lymphatic  glands  which  are  placed  before  the  Society. 
The  history  is  as  follows : 

Man  aged  25,  admitted  to  St.  Mary's  Hospital,  under  Sir  William 
Broadbent,  on  March  8th ;  died  March  22nd,  1895.  Admitted  com- 
plaining of  pain  in  the  right  side.  On  Februaiy  28th  had  been 
suddenly  seized  vidth  pain  in  right  lumbar  r^on  and  abdomen.  A 
few  days  before  admission  pain  extended  from  the  loin  to  right 
testis.  Temp.  100*2^.  Eigidity  and  some  tenderness  in  right  lumbar 
region.  Urine  smoky,  with  dark  flocculent  deposit.  A  firm  dot 
9  inches  in  length  passed  in  urine.  No  cardiac  murmurs.  Marked 
enlai^ment  of  cervical  glands.  March  19th,  had  some  pain  at  the 
lower  part  of  the  right  chest  on  deep  inspiration.  March  22nd, 
several  attacks  of  pain  in  right  side  with  great  dyspncea.  Much 
collapsed.    Died  in  one  of  these  attacks. 

Autopsy. — Body  extremely  ansBmic.  Heart  normal.  No  old  clot 
or  vegetations.  Bight  lung  showed  many  recent  infarcts  in  lower 
lobe.  The  larger  branches  of  the  pulmonary  arteries  on  both  sides 
contained  adherent,  laminated  and  decolourised  clot. 

Left  kidney  weighed  7  ounces,  and  save  for  increase  in  size  was 
normal.  Capsule  of  right  kidney  was  thickened  and  adherent  to 
perinephritic  fat.  On  section  the  right  kidney  was  pale  and  tough. 
At  the  junction  of  the  ureter  and  the  pelvis  there  was  an  ulcerated 
surface  with  raised  margins.    This  ulcer  completely  occupied  the 
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circmnf erence  of  the  tube  for  over  half  an  inch.  The  right  renal 
artery  was  occluded  by  old  adherent  clot.  The  liver  contained 
many  scarred  gummata. 

The  cervical  glands  of  the  right  side  contained  recent  gummata, 
ranging  in  size  from  that  of  a  pea  to  that  of  a  filbert-nut. 

Oetoher  15th,  1895. 


9.  7%e  non-existence  of  *'  round-celled  sarcoma  "  as  a  distinct 
class  of  new  growths . 

By  Hebbebt  Snow,  M.D. 

AOENBBATiON  siuce  malignant  growths  fell  for  the  most  part 
into  two  main  groups,  "hard"  and  "soft"  cancers.  The 
latter,  known  also  as  encephaloid  or  medullary,  embraced  several 
species  of  tumour,  widely  diverse  in  origin  and  in  clinical  career, 
and  in  almost  every  particular  excepting  the  one  common  quality 
of  a  soft,  pulpy  consistence.  I  conceive  that  at  the  present  day,  in 
spite  of  material  pathological  advances  since  the  epoch  in  question, 
the  word  "  sarcoma  " —  particularly  "  round-celled  sarcoma  " — is 
veiy  commonly  applied  in  quite  as  vague  a  sense  to  any  malignant 
tumour  characterised  by  exuberant  cell-growth,  quite  irrespective  of 
the  tissue  origin  thereof. 

The  connective  tissues,  so  far  as  I  have  yet  seen,  give  origin  to  a 
malignant  lesion  invariably  characterised  by  spindle-celled  tissue  in 
some  form  or  other.  The  degree  of  organisation  varies,  of  course, 
considerably,  but  there  is  always  some  attempt  thereat ;  and,  in 
consequence,  we  find  spindle-cells  arranged  in  strands  or  bands  over 
considerable  tracts  of  even  the  most  acute  sarcoma  properly  so 
called.  In  the  more  chronic  growths  these  strands  constitute  the 
whole ;  in  the  former  they  are  mingled  with  clusters  of  round  or  oval 
cells,  containing  the  usual  multiplicity  of  nuclei  characteristic  of 
malignant  processes  in  any  form.  There  is,  in  fact,  but  one  true 
cancerous  outgrowth  of  the  connective  tissues,  viz.  the  spindle-celled 
flarcoma,  acute  or  chronic,  with  or  without  special  modifications, 
such  as  the  presence  of  pigmentary  degeneration  or  of  myeloid  cor- 
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puscles.  I  liave  never  yet  been  able  to  satisfy  myself  that  these 
tissues  ever  generate  a  new  growth  solely  composed  of  round  or 
oval  cells. 

Of  what  nature,  then,  are  the  tolerably  prevalent  tumours 
entirely  constituted  of  round  or  oval-celled  parenchyma?  They 
will  all  be  found  on  careful  examination  to  fall  into  one  of  three 
divisions — carcinoma,  lympho-carcinoma,  and  blastema.  Large  ex- 
uberant masses  appear  in  the  female  breast ;  when  removed,  a  thin 
section  from  the  central  portion  shows  the  microscopic  phenomena 
in  question,  with  few  or  no  traces  of  alveolar  structure.  If,  how- 
ever, the  precaution  be  taken  of  examining  the  edges,  no  one  would 
fail  to  recognise  the  disease  at  a  glance  as  a  true  carcinoma.  One 
often  reads  of  sarcoma  of  the  breast ;  but  that  lesion  is  decidedly 
rare,  except  perhaps  in  association  with  cysts. 

A  second  division  can  be  usually  traced  to  a  lymph-gland ;  or, 
failing  that,  to  some  area  of  adenoid  tissue.  The  tumour  will  show 
the  minute  round  or  oval  cells,  also  containing  huge  and  multiple 
nuclei,  which  characterise  the  "  lympho-sarcoma,"  or,  as  I  greatly 
prefer  to  call  it,  **  lympho-carcinoma."  Among  the  adenoid  tissues 
ranks  the  marrow  of  bones,  and  a  malignant  development  from 
that  structure  consists  of  small  round  cells  devoid  of  the  spindle 
element.  An  interesting  case,  in  an  infant,  which  I  take  to  be  of 
this  derivation,  was  published  by  Dr.  Bailton,  of  Manchester,  in 
the '  British  Medical  Journal '  of  June  18th,  1895 ;  and  about  the 
same  time  I  had  occasion  to  remove  part  of  the  foot  of  a  young  girl 
for  a  similar  growth  from  the  first  metatarsal  bone. 

Then,  lastly,  very  malignant  tumours,  consisting  wholly  or  almost 
so  of  rounded  cells,  arise  in  such  parts  or  under  such  circumstances 
as  to  leave  no  doubt  of  their  origin  from  imobliterated  rudiments 
of  foetal  structures.  This  class  of  congenital  cancers,  so  to  speak, 
complies  with  the  theory  of  Cohnheim,  and  has,  for  many  reasons, 
to  be  considered  on  a  wholly  different  footing  from  ordinary 
sarcoma  or  carcinoma ;  hence  I  have  ventured  to  propose  for  it  a 
distinct  title, — ^blastema.  Into  such  a  division  will  fall  many 
tumours  attacking  the  kidney  of  the  child  or  young  adult ;  forty- 
one  cases  are  tabulated  by  Dr.  Bertram  Windle  in  the  *  Journal  of 
Anatomy  and  Physiology,'  vol.  xviii,  p.  166.  Many  lesions  occur- 
ring for  the  most  part  in  childhood  or  early  youth  in  the  ovary, 
palate,  mediastinum,  bladder,  prostate,  <fec.,  will  also  fall  into  this 
group. 
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As  an  instanoe  of  error  in  the  classification  of  a  new  growth 
consisting  of  round-celled  parenchyma,  I  may  be  permitted  to 
mention  melanotic  cancers  of  the  integument,  formerly  termed 
"  melanotic  sarcoma ;"  and  as  the  huge  multinucleated  cells  often 
fill  little  loculi,  sometimes  "  melanotic  alveolar  sarcoma.*'  In  1892 
('Lancet,'  October  15th),  I  was  enabled  to  demonstrate,  by  the 
examination  of  twenty  cases,  that  this  disease  really  arises  from 
the  pigmented  epitheliimi  of  the  rete  Malpighii;  that  melanotic 
sarcoma,  properly  so  called,  springs  only  from  the  eyeball ;  and 
that  for  the  simple  reason  there  is  no  pigmented  connective  tissue 
which  can  give  rise  to  it,  melanotic  sarcoma  attacks  the  skin 
only  under  the  rather  exceptional  occurrence  there  of  degenerate 
nsBvoid  tissue.  As  a  year  later,  Unna  of  Hamburg  ("  Naevi  and 
Neevo-carcinoma,"  *  Berlin,  klin.  Wochenschrift,*  vol.  i,  1893)  in- 
dependently arrived  at  the  same  conclusion,  this  may  reasonably 
be  r^;arded  as  established. 

The  term  **  round-celled  sarcoma  "  is  time-honoured  and  deeply 
rooted  in  medical  literature ;  it  is  also  often  a  very  convenient  one 
for  malignant  lesions  of  dubious  origin.  If,  however,  I  can  induce 
pathologists  to  regard  the  word,  and  the  fact  it  implies,  with  only 
a  very  slight  degree  of  suspicion,  I  feel  confident  that  they  will 
soon  arrive  at  the  same  conclusion  as  myself,  viz.  that  the  spindle- 
celled  sarcoma,  acute  or  chronic,  is  the  one  true  malignant  product 
of  the  connective  tissues ;  and  that  all  new  growths,  solely  composed 
of  round  or  oval-celled  parenchyma,  are  not  derived  from  those 
structures,  and  therefore  should  be  placed  in  some  other  category 
than  the  sarcomata.  November  6th,  1895. 


10.  Chondrifying  sarcoma  of  the  humerus  following  upon  a 
fracture. 

By  Samuel  G.  Shattock. 

WHILST  fractures  of  the  long  bones  frequently  ensue  on  the 
growth    of   ttmiours   involving    them,   the    rarity  of    the 
converse  is  such  as  to  make  the  following  case  worthy  of  record. 
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It  may  serve  also  to  raise  the  question.  Why  is  this  sequence  so 
rare? 

The  specimen  I  have  described  in  the  catalogue  of  St.  Thomas's 
Hospital  Museum  as  follows : 

No.  625a. — A  vertical  section  of  the  upper  half  of  a  left  humerus. 
About  three  inches  from  its  upper  end  it  is  surrounded,  but  un- 
symmetricallj,  by  a  subperiosteal  sarcoma  in  which  the  microscope 
shows  the  presence  of  cartilage.  The  growth  has  a  lobulated 
outline,  in  places  infiltrates  the  muscles,  and  occupies  the  interior 
of  the  bone  for  a  distance  corresponding  with  its  outward  extent. 
The  outer  half  of  the  shaft  is  to  a  lai^  degree  replaced  by  the 
growth,  and  the  continuity  of  the  inner  wall  is  barely  traceable 
between  the  intra-  and  the  extra-medullary  portions  of  the  tumour. 

The  original  fracture  appears  to  have  united  with  scarcely  a 
trace  of  displacement. 

History, — G.  C — ,  aged  33,  a  policeman,  admitted  imder  the  care 
of  Mr.  Mackellar,  without  history  of  syphilis  or  phthisis.  Four 
and  a  half  months  previously  he  fell  heavily  against  an  iron  railing* 
and  broke  the  left  humerus  near  the  middle.  Splints  were  kept 
on  five  and  a  half  weeks ;  when  these  were  removed  the  arm  felt 
normal,  and  union  was  complete.  A  month  and  a  half  after  the 
discontinuance  of  the  splints  the  patient  noticed  for  the  first  time 
a  lump  in  the  region  of  the  fracture  after  a  strain ;  this  increased 
somewhat  rapidly  ever  since,  and  for  a  while  was  regarded  as  an 
excessive  production  of  callus. 

Eecovery  ensued  after  amputation  at  the  shoulder- joint.  Death 
took  place  about  two  years  afterwards  with  symptoms  of  recurrence 
in  the  chest. 

Histology. — Hardening  in  Flemming's  fluid ;  stain,  carbol  fuchsin* 
The  growth  is  constructed  of  spheroidal  cells  with  large,  clear, 
vesicular,  finely  granular  nuclei  furnished  with  one  or  more  nucleoli 
Karyokinetic  figures  occur  here  and  there  in  the  tumour-cells. 
A  few  of  the  cells  are  polynucleated,  and  of  correspondingly 
larger  volume.  In  some  of  the  tumour-cells  the  nuclei  have  under- 
gone fragmentation,  the  chromatin  being  dispersed  through  the 
cell  body  in  variously  sized,  deeply  stained,  spheroidal  masses. 

The  method  of  preparation  displays  very  clearly  a  complete  net- 
work of  cement  or  groimd  substance,  which  is  brought  into  view 
in  consequence  of  slight  shrinkage  of  the  cells.  The  lines  of  this 
substance  are  particularly  hard  and  sharp,  and  appear  more  deeply 
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coloured  than  the  cells, — a  result  due  to  their  being  the  optical 
sections  of  thin  planes  of  the  material  in  question*  By  impercep* 
tible  degrees  the  ground  substance  increases  in  amount  until  the 
cells,  retaining  their  forms,  become  disparted  by  wide  tracts  of  a 
clear  intercellular  matrix.  A  few  of  the  cells,  embedded  in  the 
chondrigenous  matrix,  are  regularly  spherical;  mostly  they  are 
spheroidal  and  like  those  of  the  general  tissue.  The  capillaries  are 
not  mere  channels  between  the  cells,  but,  as  seen  in  their  longi- 
tudinal sections,  have  nuclei  pertaining  to  a  proper  wall  of  their 
own;  the  nuclei  are  oval  and  elongated  in  the  long  axis  of  the 
Tessel,  and  both  in  form  and  arrangement  are  obviously  different  from 
those  of  the  cells  immediately  around  them.  The  section  comprised 
the  fibrous  capsule  or  periosteum  of  the  growth,  and  beneath  this, 
in  the  most  external  part  of  the  proper  tumour  substance,  are 
flattened  processes  of  osteoid  tissue*  or  of  cartilage  with  stellate 
cells,  for  a  chemical  test  could  alone  decide  between  the  altematives. 

Remarks. — In  face  of  the  fact  that  the  fracture  of  a  long  bone  is 
not  infrequently  the  first,  and  for  a  while  the  only  evidence  of 
the  growth  of  a  tumour,  the  contrary  sequence  is  one  not  easy  of 
proof,  and  Yirchow,  in  discussing  this  subject,  frankly  states  that 
in  two  of  the  small  group  of  cases  he  cites,  the  sequence  in  question 
had  been  considered  doubtful  by  other  observers  of  repute. 
Amongst  instances  forthcoming  from  London  museums  there  are 
two  at  St.  Bartholomew's ;  in  one  (No.  454)  the  sequence,  it  seems 
to  me,  admits  of  doubt.  The  other.  No.  854a,  ii^  the  section  of  a 
tibia  in  the  upper  end  of  which  there  is  "  an  ununited  fracture." 
'*A  periosteal  sarcoma  springs  from  the  bone  at  the  point  of 
fracture,  and  extends  outwards  into  the  surrounding  tissues,  and 
inwards  along  the  medullary  canal,  absorbing  in  its  growth  one  side 
of  the  wall  of  the  bone.  The  lower  fragment  is  displaced  inwards 
and  slightly  forwards.  Prom  a  man  aged  thirty-seven,  whose  tibia 
was  fractured  by  a  kick  eight  months  before  amputation  through 
the  thigh  was  performed.  Growth  was  observed  four  months  after 
the  injuiy  in  the  form  of  three  small  lumps,  situated  one  below  the 
other  on  the  outer  side  of  the  tibia  at  the  level  of  the  fracture. 
One  unde  died  of  cancer  of  the  lip,  which  was  said  to  have  followed 
a  blow." 

In  the  Society's  'Transactions'  (vol.  xxxvi,  p.  388)  there  is 
Mr.  Bilton  Pollard's  case,  but  here  the  new  formations,  which  pre- 
sumably followed  fracture  of  the  tibia  and  fibula,  are  not  sarco- 
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matous,  but  osteomata,  or,  as  the  author  names  them,  "  excesdye 
growths  of  callus." 

Yet  the  rarity  of  the  sequence  may  be  judged  by  the  fact  that  Mr, 
3utlin,  in  his  works  on  "  Sarcoma  and  Carcinoma,"  and  upon  the 
**  Operative  surgery  of  malignant  disease,"  does  not  even  allude  to  it. 

The  large  proportion  of  cartilage  in  the  histol<^cal  section  is 
noteworthy  in  connection  with  the  exciting  cause  of  the  growth. 
It  relates  the  new  formation  to  the  reparative  callus,  which,  as  is 
now  generally  known,  in  simple  fractures  in  the  human  subject 
undergoes  a  certain  amoimt  of  cartilaginous  metaplasia. 

The  reflections  which  Yirchow  makes  on  this  subject  he  places  in 
his  lecture  on  enchondroma,  since  the  macroscopic  and  histological 
examination  of  the  tumours  showed  them  to  have  consisted  largely  of 
cartilage.  In  the  only  case  examined  by  Yirchow  himself,  Langen- 
beck  had  disarticulated  the  arm  of  a  man  twenty-three  years  of  age 
for  a  growth  which  had  appeared  a  year  and  a  half  after  a  fracture 
following  a  fall ;  the  tumour  was  an  "  osteoid  chondroma,"  or  in 
other  terms  a  chondrifying  sarcoma. 

It  is  not  a  little  remarkable  that  the  sequence  imder  considera- 
tion should  be  so  rare,  seeing  how  common  a  part  traumatism  plays 
in  the  growth  of  sarcomata  affecting  the  ends  of  the  long  bones, 
where  there  is  frequently  a  history  of  antecedent  contusion.  In 
this  the  cetiology  of  new  growths  is  exactly  paralleled  by  that  of 
tuberculosis.  Here,  too,  the  disease,  so  far  as  it  affects  the  long 
bones,  is  rare  except  in  the  articular  ends,  and  here,  too,  it  is  oft^i 
enough  related  to  similar  injuries ;  whilst,  on  the  contrary,  it  is 
unknown  as  a  consequence  of  j&racture.  Those  who  adopt  a  micro- 
parasitic  theory  of  cancer  will  read  a  meaning  in  the  parallel  without 
difficulty.  In  the  case  of  tuberculosis  it  has  been  suggested  that 
the  more  violent  injury — the  fracture — is  followed  by  such  active 
cell-division  that  any  virus  already  latent  in  or  reaching  the  spot  is 
unable  to  thrive.  There  is  the  old  therapeutical  observation  that 
the  spread  of  cutaneous  erysipelas  may  be  stopped  short  by  the 
application  of  a  solution  of  nitrate  of  silver  over  and  two  or  three 
inches  beyond  the  affected  part,  and  an  account  of  the  similar 
utility  of  tincture  of  iodine  has  been  supplied  by  Dr.  Cartwright 
Wood  and  Dr.  Maxwell  Eoss  ('  Edin.  Med.  Joum.,'  May  and  June, 
1891 ;  and  '  Reports  from  the  Laboratory  of  the  Eoyal  College  of 
Physicians,'  Edinburgh,  1891).  It  is  sufficient  that  the  tincture  be 
applied  in  the  form  of  a  broad  ring  encircling  the  affected  portion 
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immediatelj  beyond  the  congested  skin.  Here  the  non-infective  in^ 
flammation  set  np  by  the  irritant  stops  the  spread  of  the  infection 
by  successfully  opposing  the  odvance  of  the  micrococcus.  Dr. 
Cobbett  and  Dr.  Melsom  (' Joum.  of  Pathol./  November,  1894) 
conclude  also,  from  experiments  on  local  and  general  immunity 
based  upon  experimental  erysipelas  in  animals,  that  "a  rapid 
inflammatory  reaction  is  the  chief  factor  in  the  production  of 
immunity,  both  local  and  general."  The  successful  issue  attending 
the  use  of  tuberculin  in  the  case  of  small  tubercular  lesions  demon- 
strates that  the  same  reaUy  does  hold  true  in  tuberculosis  itself. 
In  regard  to  the  rarity  of  sarcoma  following  upon  fracture,  and  its 
frequency  after  less  grave  injuries,  the  same  explanation  may  be 
advanced ;  the  reaction  after  the  fracture  is  such  as  to  prevent  the 
growth  of  the  hypothetical  virus  producing  the  malignant  dis- 
ease 

Another  fact  has,  however,  to  be  considered.  Bacteria,  when 
introduced  into  the  circulation  experimentally,  rapidly  disappear 
from  the  blood-stream,  and  are  found  located  (as  is  now  well 
known  from  the  work  of  Wyssokowitch,  *  Zeitschrif t  fur  Hygiene,' 
£och  and  Flugge,  Bd.  i,  1886)  particularly  in  the  bone  marrow, 
spleen,  and  liver ;  and  the  same  is  true  of  dead  particulate  material 
which  reaches  the  circulation.  In  the  curious  osteitis' which  occurs 
in  the  Viennese  mother-of-pearl  turners,  the  inspired  dust  becomes 
located  in  the  growing  ends  of  the  bones,  the  disease  being  confined 
to  adolescents.  In  Berlin,  where  young  persons  are  not  so  em- 
ployed, the  affection  is  rare.  Levy  (*  Berlin,  klin.  Woch.,'  No.  45, 
1889 ;  cited  by  Ben^  Condamin,  '  Pathogenic  des  diverse  osteites,' 
Pans,  1892)  relates  the  first  five  cases  of  the  kind  observed  in 
Berlin ;  in  one  there  became  affected  in  succession  the  upper  jaw, 
the  lower  jaw,  and  the  inferior  third  of  the  shaft  of  the  humerus. 
In  another  case  there  was  first  osteitis  of  the  right  scapula,  then  of 
the  right  upper  jaw,  the  right  clavicle,  the  left  upper  jaw,  and 
finally  three  of  the  left  metacarpal  bones  and  the  right  femur. 

It  is  in  the  red  marrow  that  the  localisation  of  particulate 
material  takes  place, — in  the  tissue,  i.  e.,  which  resembles  the  spleen 
in  its  vascular  mechanism  and  the  large  amount  of  lymphatic  tissue 
•of  which  it  consists.  Ponfick  (Virchow's '  Archiv,*  Bd.  xlviii,  p.  34), 
in  repeating  Recklinghausen's  experiments,  has  foimd  that  after 
introducing  cinnabar  into  the  circulation,  the  particles  of  this  sub« 
stance  found  in  the  marrow  of  spongy  bones  and  long  bones  lie  in 
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the  proper  marrow-cells,  whilst  the  cells  of  the  reticulum,  like  the 
fat-cells  of  the  bone-marrow,  contain  little  of  the  colour  stuff. 

Now  in  the  bone  tuberculosis  following  trauma  it  must,  I  submit, 
be  assumed  (at  least  in  many  cases)  that  the  virus  is  located  in  thd 
marrow  before  the  date  of  the  injury.  Indeed,  injuiy  is  not  any 
more  strictly  necessaiy  here  than  it  is  to  induce  an  acute  infective 
periostitis  or  acute  infective  "  epiphysitis ;"  the  location  of  the  vims 
is  the  same  in  the  tubercular  and  in  the  pyococcal  epiphysitis. 
Doubtless  there  is,  in  most  cases  of  bone  tuberculosis,  prior  tuber- 
cular disease  elsewhere,  as  in  lymphatic  glands,  &c. ;  but  this  in- 
dicates rather  that  osseous  invasion  has  arisen  from  a  slow  leakage 
of  bacilli  beyond  the  glands  through  the  lymphatic  vessels,  and 
ultimately  into  the  blood-stream.  It  is  not  only  unnecessary  to 
assume  that  a  sudden  and  direct  transference  of  the  virus  takes 
place  in  all  cases,  but  such  a  supposition  borders  upon  the  absurd, 
for  it  implies  that  the  escape  of  tubercular  dSbris  from  a  softening 
focus  elsewhere  exactly  coincides  with  an  injury  which  is  the  result 
of  a  pure  accident,  such  debris,  on  reaching  the  stricken  spot,  setting 
up  a  specific  inflammation. 

These  considerations  will  show  the  higher  probability  of  sarcoma 
ensuing  after  an  injury  of  cancellous  or  red-marrowed  osseous  tissue 
than  after  a  fracture,  say,  of  the  shaft  of  a  bone  involving  adipose 
medulla. 

In  the  case  described  in  this  paper  the  site  of  fracture  is  not 
traceable  in  the  section,  but  the  cancellous  tissue  of  the  upper  end 
of  the  shaft  is  occupied  by  the  substance  of  the  tumour ;  and  in  the 
specimen  referred  to  in  St.  Bartholomew's  I  find  that  the  upper 
part  of  the  present  fracture  is  three  quarters  of  an  inch  only  from 
the  upper  articular  surface,  and  the  lower  end  two  and  a  half  inches. 
Nevertheless  we  have  in  the  opposite  scale  of  the  argument  the 
weighty  instances  of  epiphysial  separation  in  the  yoimg  which  are 
not  followed  by  the  growth  of  sarcomata,  though  here  the  growing 
end  of  the  diaphysis  is  involved  in  the  injiiry,  and  (as  pointed 
out  by  Mr.  Pearce  Cbuld)  such  fractures  through  cancellous  tissue 
as  those  of  the  patella,  cervix  femoris,  and  ankle-joint.  Of  the 
two  elements  submitted,  therefore,  the  fact  that  the  epiphysial 
separation  or  fracture  is  a  graver  injury  than  contusion,  and  incites 
a  greater  serous  effusion  and  more  active  cell-proliferation,  is 
probably  a  more  potent  one  than  the  localisation  of  the  hypothetical 
virus  in  red-marrowed  tissue.     Every  sarcoma  of  bone  ensuing 
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upon  traumatism,  however,  does  not  arise  within  the  medullarj 
tissue ;  the  tumour  maj  be  subperiosteal.  In  this  we  have  a  hypo- 
thetical location  of  virus  parallel  with  the  subperiosteal  location  of 
the  tubercle  bacillus  or  of  pyogenic  cocci  which  obtains  in  sub- 
periosteal tuberculosis  and  the  acute  infective  periostitis  of  children 
and  adolescents.  April  2l8t,  1896.   . 


11.    Sarcoma  of  mamma  containing  multinuclear  giant-cells. 
{Card  specimen,) 

By  H.  D.  EoLLESTON,  M.D. 
[With  Plate  11,  fig.  a.] 

I-^HE  tumour,  which  had  grown  rapidly,  was  removed  by  Mr.  Pick 
from  a  woman  aged  44  years.  Reciurence  rapidly  took  place, 
and  the  patient  was  readmitted  under  the  care  of  Mr.  Sheild. 
Coley's  fluid  (toxins  obtained  from  cultures  of  streptococci,  etc.)  was 
injected  into  the  tumours,  which  diminished  very  considerably  in 
size.  Before  being  used  the  fluid  was  examined  by  Dr.  Slater,  and 
found  to  be  sterile.  The  injections  were  repeated  on  several  occa- 
sions. The  bottle  was  finally  exhausted  by  two  injections,  one  in  a 
patient  with  scirrhus  mammm  involving  the  skin,  in  whom  it  had  no 
effect ;  the  other  into  this  patient,  who  died  rapidly  in  forty-eight 
hours  with  multiple  abscesses  in  every  part  of  the  body  except  the 
lungs.  The  brain  contained  himdreds  of  minute  hsBmorrhagic 
abscesses,  and  the  thyroid  gland  showed  a  large  number.  The  liver 
contained  numerous  pyeemic  abscesses.  The  pus  examined  by 
Dr.  Slater  contained  StaphylococcuB  pyogenes  aureus. 

The  tumour  occupied  the  greater  part  of  the  left  breast,  but  did 
not  infiltrate  the  skin,  which  together  with  the  nipple  was  quite  free 
from  and  unattached  to  the  growth.  It  was  sharply  limited,  and 
surrounded  by  some  condensed  tissue  so  as  to  be  encapsuled.  It  was 
of  a  greyish  colour,  and  showed  numerous  areas  of  necrosis  which 
easily  crumbled  away,  but  was  nowhere  heemorrhagic.  Micro- 
scopically the  tumour  was  composed  of  cells  of  varying  size  and 
shape  (Plate  11,  fig.  a).    Between  the  cells  there  was  a  delicate 
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reticulum  like  that  seen  in  a  lympho-sarcoma,  passing  between  and 
often  separating  individual  cells.  This  was  best  seen  in  fresh 
sections  stained  in  picro-carmine.  There  was,  however,  no  alveolar 
arrangement,  and  the  structure  was  not  that  of  carcinoma. 
Scattered  at  intervals  through  the  growth  there  might  be  seen  the 
remains  of  the  fibrous  tissue  and  of  the  gland-tubes  of  the  mam- 
maiy  gland,  but  there  was  not  the  least  resemblance  to  an  adeno- 
sarcoma.  The  gland-tubes  seen  showed  no  proliferation,  and  were 
evidently  in  process  of  destruction  from  without  by  the  sarcoma 
cells.  The  cells  of  the  tumour  were  roimd  or  polyhedral,  and  the 
majority,  of  a  rather  large  size,  showed  a  well-marked  nucleus 
4mrroimded  by  a  zone  of  protoplasm  of  considerable  breadth. 
Among  them,  and  comparatively  numerous,  were  larger  cells,  con- 
taining several  nuclei,  the  nuclei  being,  as  in  the  giant-ceUs  of  a 
central  sarcoma  of  bone,  in  the  centre  of  the  cell.  These  multinudeax 
cells  were,  if  anything,  rather  less  numerous  near  the  necrosed  areas. 
A  prominent  feature  was  the  large  size  of  the  nuclei  even  when 
multiple.  In  this,  and  also  in  the  fact  that  the  number  of  nuclei  in 
any  cell  seldom  exceeded  five,  these  large  nucleated  cells  differed  from 
the  myeloid  cells  often  found  in  central  sarcomata  of  bone.  In  some 
cases  the  nucleus  was  very  large,  as  if  composed  of  several ;  in  other 
cases  it  appeared  lobulated,  as  if  about  to  divide  into  several  sepa- 
rate nuclei  (Plate  11,  fig.  a). 

These  appearances,  taken  together  with  the  rapid  growth  of  the 
tumour  clinically,  suggest  that  the  presence  of  these  multinudear 
cells  is  due  to  rapid  nuclear  division,  with  which  the  ceU-division 
could  not  keep  pace,  and  not  to  the  fusion  of  previously  distinct  and 
separate  phagocyte  cells  into  a  plasmodium-like  mass.  This  latter  is 
the  mode  of  origin  of  the  giant-cells  of  the  infective  granulomata, 
more  especially  in  tuberculosis,  and  of  those  seen  surrounding 
resistent  material  when  undergoing  absorption,  such  as  bone,  blood- 
clot,  elastic  tissue,  &c.^  Buenschmann  ^  has  recently  described  the 
giant-cells  in  squamous-celled  carcinoma  as  exerting  a  similar 
phagocytic  action  on  leucocytes  and  cell  nests.  While  the  myeloid 
cells  in  central  sarcoma  of  bone,  both  from  their  resemblance  to 
myeloplaxes,  and  from  the  extensive  absorption  of  bone  which  is  a 
result  of  the  tumour,  would  seem  to  have  a  similar  function*    Mye- 

'  For  a  discastion  of  this  subject  see  Knud  Faber,  *  Joom.  of  Pathol./  roh  i., 
p.  856,  «t  seq,,  "  The  Part  played  by  Giant-cells  in  Phagocytotis.** 
«  '  Joum.  of  Pathol.,'  vol.  in,  p.  118. 
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loid  cells  also  occur  in  epxdides,  and  in  tumours  arising  from  the 
fibrous  sheaths  of  the  tendons.^  This  tumour  was  hardened  in 
alcohol,  and  I  could  not  satisfy  myself  that  karyokinesis  was 
present ;  and  hence,  though  it  seems  probable  that  the  multiplicity 
of  nuclei  is  due  to  rapid  diyision,  and  not  to  fusion  of  pre-existing 
cells,  the  proof  is  wanting. 

As  mentioned  above,  the  large  multinuclear  cells  in  this  specimen 
differ  from  the  typical  myeloid  cells  both  in  the  size  and  nimiber 
of  the  contained  nuclei — a  point  which  was  rightly  insisted  upon  at 
the  meeting  by  Dr.  Yoelcker. 

Large  multinuclear  cells  are  sometimes  found  in  sarcomata 
arising  in  soft  parts.  I  have  seen  this  in  a  rapidly  growing  sarcoma 
of  the  body  of  the  uterus. 

Dr.  Snow  has  described  "  myeloids  "  (giant  corpuscles)  in  a  spindle- 
celled  sarcoma  of  the  breast,  but  regarded  them  as  "  simply  micro- 
scopic fragments  of  fibrin — ^minute  blood-dots,  in  short."'  As  I 
have  already  said,  their  presence  appeared  to  me  to  be  the  result  of 
rapid  nuclear  division  rather  than  of  a  plasmodial  fusion  process, 
which  explains  the  giant-cells  met  with  in  chronic  inflammation, 
especially  when  tuberculous.  In  a  few  spots  there  were  some  isolated 
blood-spaces,  but  no  general  extravasation  of  blood-corpusdes 
or  pigmentation. 

The  drawing  which  is  reproduced  in  Plate  11,  fig.  a,  was  most 
kindly  placed  at  my  disposal  by  Mr.  Marmaduke  Sheild. 

May  5th,  1896. 


12.  Case  of  (?)  metastatic  sarcoma  of  both  breasts;  multinu- 
cleated  giant-cells  in  the  growth,     {Card  specimen.) 

By  E.  L.  Fox  (per  J.  H.  Taegett,  M.S.). 

CLINICAL  History. — The  patient  was  a  housemaid,  aged  16  years. 
In  May,  1895,  she  had  diplopia,  and  attended  an  eye  infirmary 
for  it.  The  right  eye  was  regarded  as  paralysed.  The  following 
month  she  noticed  "lumps"  in  her  breasts,  and  complained  of 

>  Vid0  Shattock, '  Trans.  Path.  Soo.,'  voU  xliv,  p.  184* 
'  Ibid.,  vol.  xWi,  p.  186. 
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pains  across  the  shoulders  and  in  the  right  knee.  The  legs  gradu* 
ally  became  weak,  and  one  morning  she  found  herself  unable  to 
stand.    No  history  of  previous  illness. 

When  admitted  to  the  South  Devon  Hospital  on  July  31st,  1895, 
she  presented  all  the  symptoms  of  hysterical  paraplegia,  and  there 
was  complete  incontinence  of  urine.  Both  mammary  glands  were 
enlarged,  hard,  and  nodular ;  the  hardness  was  so  remarkable  that 
it  might  be  termed  "  stony."  In  this  respect  both  breasts  were 
alike.  The  lymphatic  glands  passing  into  the  axillae  were  enlarged 
and  hard,  as  well  as  those  behind  the  right  stemo-mastoid  muscle. 
In  the  epigastrium  there  was  a  small  button-like  nodule  resem- 
bling a  sebaceous  cyst.  The  skin  over  it  was  thin,  red,  and 
adherent.  It  should  be  added  that  the  urine  contained  a  con- 
siderable quantity  of  pus. 

August  15th. — ^A  small  swelling  was  noticed  in  the  left  temporal 
fossa.  It  slowly  enlarged  and  gave  much  pain.  There  was  also 
slight  exophthalmos  on  the  left  side. 

September  15th. — Lymphatic  glands  throughout  the  body  appear 
to  be  enlarged  and  hard.  In  the  abdominal  walls  there  are 
numerous  hard  nodules,  and  the  epigastric  growth  has  increased 
in  size. 

October  80th. — There  is  marked  deafness,  the  tongue  is  pro- 
truded to  the  right,  and  there  is  some  optic  neuritis.  The  breasts 
have  enlarged  considerably  during  the  last  few  weeks,  and  they  are 
much  more  nodulated  than  formerly.  There  is  great  weakness  and 
emaciation.     The  patient  died  on  December  12th,  1895. 

The  temperature  was  raised  throughout  the  illness,  and  the 
highest  record  was  1054°  on  September  8th. 

Autopsy. — External  examination  of  the  body  revealed  multiple 
tumours  in  the  integuments  of  the  thorax,  abdomen,  and  thighs, 
and  in  both  breasts.  There  were  petechiee  on  the  legs,  especially 
over  the  right  tibia.  About  three  pints  of  clear  serous  fluid 
occupied  the  left  pleural  cavity,  and  the  left  lung  was  extensively 
collapsed.  Growths  were  found  on  the  inner  surface  of  the  wall  c^ 
the  thorax,  and  in  the  muscular  substance  of  the  right  auricle  of 
the  heart.  There  was  one  small  nodule  of  growth  in  the  liver,  and 
large  masses  in  the  pancreas  and  great  omentum.  Both  kidneys  con- 
tained deposits  of  growth  and  circumscribed  areas  of  cretaceous 
material ;  there  was  also  pus  of  a  greenish  colour  in  the  pelvis  of 
the  left  kidney.    Both  ovaries  contained  growths,  and  in  the  right 
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one  there  was  a  cyst  1^  inches  in  diameter.  Lastlj,  there  were 
growths  firmly  attached  to  the  lower  part  of  the  vertebral  column, 
but  they  did  not  involve  the  spinal  cord.  The  head  was  not 
examined.  All  these  growths  were  hard  to  the  touch,  and  when 
cut  across  presented  a  firm,  white,  homogeneous  structure.  Histo- 
logically the  tumours  were  sarcomata,  chiefly  of  the  round-cell  type. 
The  microscopic  sections  were  taken  from  the  breast  and  great 
omentum,  and  presented  one  or  two  peculiarities.  In  the  first  place 
the  growth  in  the  breast  was  remarkably  difhised,  and,  though 
composed  of  round  cells,  was  unusually  firm  for  a  sarcoma  of  that 
type.  Microscopically  it  showed  a  very  marked  trabecular  structure, 
the  small  meshes  of  which  were  filled  with  roimd  cells.  Thus  it 
presented  more  than  a  superficial  resemblance  to  a  carcinoma. 
But  on  further  examination  it  was  clear  that  the  trabecule  of 
this  alveolated  structure  consisted  of  the  imabsorbed  stroma  of 
the  organ.  The  strands  were  granular,  almost  devoid  of  nuclei, 
and  in  places  hyaline  from  degeneration.  Hence  this  alveolated 
stroma  differed  in  its  minute  characters  from  that  of  a  carcinoma, 
but  its  abundance  in  this  tumour  may  be  held  to  explain  the 
unusual  hardness  above  mentioned.  The  cells  were  small,  round, 
and  imiform  in  size;  they  did  not  run  in  lines  like  those  of  a 
scirrhous  carcinoma,  and  the  intercellular  substance  formed  a  delicate 
network  in  some  parts  of  the  section. 

Another  point  of  interest  in  the  specimen  was  the  abundance  of 
multinucleated  giant-cells  ^  in  some  of  the  slides.  They  were  not 
uniformly  distributed  throughout  the  microscopic  section,  but 
occurred  in  groups.  The  possibility  of  tuberculosis  was  considered, 
but  there  was  not  the  least  evidence  of  it.  There  was  no  inflam- 
matory tissue,  and  no  giant-cell  systems  or  caseation. 

The  third  point  worthy  of  note  was  the  presence  of  a  few  ducts 
and  acini  as  the  remains  of  atrophied  lobules.  These  were  not  foimd 
in  every  slide,  so  that  they  must  have  constituted  a  very  small 
proportion  of  the  whole  tumour.  Undoubtedly  the  most  striking 
feature  of  the  growths  in  the  breasts  was  their  remarkable  hardness, 
and  this  was  noticeable  from  the  first.  During  the  last  few  weeks 
of  life  the  breasts  rapidly  increased  in  size,  but  previously  the 
progress  of  the  growth  had  been  extremely  slow.  The  primary  seat 
of  the  disease  in  this  case  was  not  determined.  By  some  the  nodule 
in  the  epigastrium  was  thought  to  be  primary ;  at  all  events,  it  had 
^  S«e  Dr,  Rolletton't  paper  on  p,  267. 
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existed  as  long  as  the  trouble  in  the  breasts,  and  grew  so  slowlj 
that  it  never  became  larger  round  than  a  shilling. 

AprU  2l8t,  1896. 


13.  Secondary  sarcomatous  growth  in  the  mamma.     (Card 
specimen,) 

By  H.  D.  RoLiESTON,  M.D. 

AT — ,  aged  33,  three  months  after  the  birth  of  a  child  developed 
•  oedema  of  the  arm,  and  subsequently  numerous  masses  of  new 
growth  in  various  parts  of  the  body,  in  the  glands  of  the  neck,  the 
liver,  the  left  breast,  and  the  subcutaneous  tissues. 

The  mammary  nodule  was  not  in  the  skin  covering  the  breast, 
but  was  embedded  in  the  substance  of  the  gland,  and  had  the  same 
structure  as  the  growths  elsewhere,  viz.  a  large  oval-celled  sarcoma 
with  a  tendency  to  an  alveolar  arrangement.  The  primary  growth 
was  a  large  sarcomatous  mass  in  the  anterior  mediastinum. 

The  growth  in  the  breast  was  about  the  size  of  a  hazel-nut.  It 
is  possible  that  the  increased  vascularity  of  the  gland,  the  result  of 
a  comparatively  recent  pregnancy,  determined  the  occurrence  of  a 
secondary  growth  in  it. 

In  cases  of  general  dissemination  of  new  growth  secondaiy 
timiours  have  very  seldom  been  recorded  as  occurring  in  the 
mammsB. 

J.  J.  Clarke  ^  mentions  a  case  of  lympho-sarcoma  primary  in  the 
bronchial  glands  in  which  a  nodule  of  pink  growth  appeared  in  the 
corium  beneath  the  left  breast.  Probably  the  skin  is  more  often 
afEected  than  the  imderlying  gland. 

Dr.  J.  E.  Pollock,  in  the  third  volume  of  this  Society's  '  Trans- 
actions' (p.  254),  described  a  case  of  an  "encephaloid  tumour  "  in  the 
anterior  mediastinimi  with  a  scirrhus  in  the  left  mamma  and  a 
swelling  in  the  right  axilla.  It  does  not  appear  certain  whether  the 
case  was  an  example  of  two  primary  malignant  growths  occurring 
independently  in  different  parts  of  the  body,  whether  the  mammary 
tumour  was  perhaps  a  fibro-adenoma,  or  whether  the  mammary 
>  *  Brit*  Med.  Journ.,'  Jan.  18tb,  1886,  p.  186. 
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growth  was  secondaij  to  that  in  the  mediastinum.  But  the  last 
yiew  is  somewhat  improbable,  inasmuch  as  the  mediastroal  growth 
is  described  as  being  encephaloid,  and  that  in  the  mamma  as 
scirrhous. 

That  the  mediasthial  growth  was  secondary  to  the  mammary 
tumour  is  possible,  but  such  a  view  is  not  mentioned  in  the  paper. 

This  specimen  is  an  exception  to  the  general  rule  that  organs  in 
which  primary  growths  occur  are  very  rarely  the  site  of  secondary 
deposits.  January  21«f,  1896. 


14.  Three  cases  of  carcinomatous  cyst  of  the  breast. 
By  Chabtebs  J.  Symonds,  M.S. 

CABS  1. — Ann  W — ,  aged  28,  came  to  Guy's  Hospital  early  in 
December,  1885,  with  a  small,  flat,  indefinite  lump  in  the  left 
breast.  By  January  18th  it  showed  distinct  fluctuation,  and  on 
being  tapped  yielded  about  half  an  ounce  of  clear  fluid.  In  a 
month's  time  it  was  as  large  as  before.  It  was  now  incised,  when  a 
solid  growth  was  found  in  the  bottom  of  the  cyst.  She  was  ad- 
mitted into  the  hospital  on  February  22nd,  1896.  The  cyst  was 
situated  in  the  upper  and  inner  quadrant,  and  the  tumour  was 
removed  with  most  of  the  breast.  The  axilla  was  not  touched,  as 
the  tumour  was  thought  to  be  a  sarcoma.  On  examining  the 
i})ecimen  the  small  cavity  was  lined  with  soft  fungating  growth, 
and  a  white  mass  lay  on  the  muscle  beneath.  The  microscope 
showed  the  disease  to  be  carcinoma.  In  January,  1887,  she  was 
readmitted  with  a  mass  in  the  axilla,  and  a  nodule  in  the  small 
portion  of  breast  left  behind.  On  removal  the  main  mass  was 
definitely  encapsuled,  and  therefore  not  involving  the  fat  in  which 
it  was  embedded.  The  centre  was  caseous,  and  liquefied  on  being 
exposed  for  a  few  hours.  The  margin  was  whiter,  firmer,  and  in 
active  growth.  The  axillary  fat  was  filled  with  large  glands.  On 
March  11th,  1888,  she  was  again  admitted,  with  a  recurrent  mass 
in  the  old  scar,  and  with  a  history  of  six  weeks'  pain  in  the  head 
and  vomiting — vindications  of  extensive  recurrence  in  the  brain. 

On  May  22nd  I  made  the  following  note : — The  patient  was  much 
lower,  very  thin ;  there  was  no  paralysis  of  the  eyes,  or  face,  or  limbs. 

18 
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She  prota-uded  the  tongue,  but  was  incapable  of  replying  to  many 
questions.  Vomiting  continued,  and  she  did  not  recognise  people 
00  well. 

On  June  3rd  she  was  much  worse ;  she  had  had  no  headache  for 
four  days, — that  is,  there  was  no  complaint.  The  sickness  had  ceased, 
but  still  there  was  no  sign  localising  the  brain  disease.  She  died  on 
June  5th,  1888. 

Autopsy, — ^A  large  mass  of  growth  was  found  in  the  right  lobe  of 
the  cerebellum.  It  consisted  of  a  softened  centre  with  a  tougher 
wall,  lined  with  caseous  material,  and  contained  a  little  purif  orm 
fluid.  There  was  a  smaller  mass  in  the  left  lobe.  In  the  right  half 
of  the  cerebrum  was  a  similar  deposit  beneath  the  supra-marginal 
convolution,  but  here  it  consisted  more  distinctly  of  a  cavity  lined 
with  soft,  grejriish,  vascular  membrane,  containing  yellow  purif  orm 
fluid.  In  the  left  hemisphere  was  a  deposit  at  the  back  of  the 
island  of  Beil,  just  behind  the  claustrum,  and  outside  the  internal 
capsule.  This  was  softened  in  the  centre.  Similar  deposits  were 
found  in  the  under  surface  of  each  frontal  lobe.  The  lateral  ven- 
tricles were  dilated :  there  was  no  meningitis.  All  the  deposits  were 
remarkably  alike  and  symmetrical.  At  first  sight  they  appeared  to 
be  abscesses,  being  distinctly  cavitated  and  having  a  lining  mem- 
brane, while  the  surroimding  brain  matter  was  softened.  The 
contents  were  thin  yellow  fluid,  like  diluted  pus,  but  not  at  all  like 
the  creamy,  thick  pus  of  a  typical  cerebral  abscess ;  moreover  the 
lining  membrane  was  not  a  typical  pyogenic  layer.  As  aQ  the 
secondary  deposits  showed  well-marked  degeneration,  though  not 
actually  softened,  it  seems  probable  that  those  in  the  brain  were 
originally  of  the  same  nature,  but  that  softening  and  purif onn  de* 
generation  had  altered  their  character. 

The  microscope  showed  in  the  periphery  clear,  succulent,  growing 
epithelium,  and  in  the  rest  degenerating  cells.  The  nodule  in  the 
pectoral  r^on  was  clearly  a  carcinoma.  Secondary  nodules  were 
found  in  the  lungs,  the  right  bronchus,  the  liver,  the  adrenals,  the 
kidneys,  and  ovaries. 

Casb  2.— Mrs.  C — ,  aged  56,  was  sent  to  me  by  Dr.  Boothroyd,  of 
Srockley,  on  December  4th,  1894.  She  was  a  large,  stout  woman, 
and  presented  a  good-sized  tumour  in  the  upper  and  outer  part  of 
the  left  breast.  It  had  been  first  noticed  fourteen  days  before.  On 
December  20th  there  was  distinct  fluctuation  without  any  overlying 
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liardness.  An  ounce  of  dear  amber  fluid  was  removed,  and  a  deep 
hollow  left,  without  surrounding  induration ;  no  other  ejst  existed 
on  either  side.    No  further  operation  was  recommended. 

On  January  19th,  1895,  the  cyst  was  again  tapped  by  Dr. 
Boothroyd  on  account  of  increasing  pain,  and  on  February  13th  I 
removed  the  cyst,  with  some  of  the  surrounding  breast-tissue.  It 
had  a  smooth  wall,  which  was  thin,  except  at  one  point  where  there 
was  a  suspicious  nodule,  which  I  regret  to  say  was  not  examined. 
Sy  July  23rd  the  swelling  was  as  large  as  ever,  and  on  the  31st  of 
this  month  it  was  again  tapped. 

On  October  19th,  1895, 1  found  immediately  beneath  the  old  scar, 
which  was  stretched  and  thin,  a  large  cyst,  which  showed  dark 
through  the  scar.  It  looked  perfectly  simple  in  every  way,  but  on 
account  of  its  recurrence  we  decided  to  remove  the  entire  breast,  for 
which  the  patient  was  particularly  anxious.  On  incising  the  cyst 
dark  fluid  escaped,  and  on  inserting  the  finger  the  wall  was  felt  to 
be  hard  and  nodiilar.  The  axiUa  was  not  cleared,  partly  because 
the  tumour  was  situated  so  far  on  the  inner  side  of  the  breast,  and 
partly  because  no  lymphatic  gland  was  felt,  in  addition  to  the  fact 
of  the  tumour  being  a  cyst. 

The  specimen  shows  an  oval  cystic  tumour  the  size  of  a  hen's  egg. 
It  is  placed  under  the  scar  of  the  former  incision,  and  is  partially 
divided  into  two  compartments  by  a  thin  septimi.  The  wall  of  the 
cyst  is  irregularly  thickened,  and  its  inner  aspect  presents  nodules 
ajid  ridges  which  project  into  the  cavity.  The  surroimding  tissue  is 
chiefly  fat,  with  a  small  quantity  of  normal  breast-tissue.  To  the 
deep  surface  a  portion  of  muscle  is  attached.  Microscopical  exam- 
ination of  the  wall  of  the  cyst  shows  the  ordinary  appearances  of 
mammary  carcinoma. 

Case  3. — Mrs.  W — ,  aged  55,  was  a  patient  of  Dr.  F.  K.  Holman, 
of  Hampstead.  She  had  a  mass  in  the  outer  quadrant  of  the  left 
breast.  It  was  hard,  flat-topped,  and  nodular,  with  no  fluctuation. 
As  it  had  only  been  recently  noticed,  we  decided  to  make  a  pre- 
liminary incision ;  an  inch  of  dense  tissue  was  cut  through  without 
evacuating  any  fluid.  The  whole  breast  was  at  once  removed,  and 
the  axilla  completely  cleared  out.  On  turning  over  the  specimen  to 
incise  it  from  behind  an  ordinary  dark  cyst  was  seen,  and  I  was 
dismayed  at  having  removed  a  simple  cyst.  The  interior  of  the  cyst 
was  smooth,  excepting  at  one  spot  where  a  small  glandular-looking 
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nodule  was  visible.  This,  on  microscopical  examination,  showed  the 
ordinary  appearanceof  a  carcinoma  in  an  earlj  stage.  I  regret  that 
the  specimen  has  been  lost,  but  on  inquiring  of  Dr.  Holman  a  few 
days  ago  for  the  purpose  of  this  communication,  he  confirms  my 
statement  that  at  the  time  I  told  him  the  growth  was  found  to  be 
a  carcinoma. 

BemarJca. — ^It  is  noticeable  that  in  these  three  specimens  the  cyst 
was  nearer  the  periphery  than  the  nipple.  The  history  given  in  aD 
was  a  short  one.  In  none  was  there  a  second  cyst,  either  large  or 
small.  In  Case  1  the  cystic  appearance  of  the  secondary  deposits 
in  the  brain  is  of  interest  in  connection  with  the  early  cystic  stage  of 
the  primary  formation.  In  all  the  cases  the  fiuid  was  not  that  of 
d^eneration ;  it  was  in  two  amber-coloured,  and  in  one  dark,  but 
thin.  In  the  third  case  the  n6dule  of  growth  was  very  small,  and  I 
have  no  doubt  that  the  suspicious  nodule  in  the  second  case  was  also 
carcinomatous.  In  Case  2  the  recurrence  in  a  cystic  form,  after 
complete  extirpation,  together  with  the  surrounding  tissue,  is 
specially  worthy  of  notice.  I  have  no  doubt  a  part  of  the  original 
growth  was  left  as  I  worked  close  to  the  cyst  wall.  In  contrast  with 
what  we  find  in  the  simple  cysts,  it  may  be  noted  that  the  refilling 
of  the  cavity  in  the  second  case  was  unusually  rapid.  This  is 
perhaps  a  feature  of  some  importance.  As  to  the  mode  of  forma- 
tion of  these  cysts  I  have  no  definite  view,  for  the  specimens  gave 
no  special  information  as  to  whether  the  cyst  or  the  growth  was 
primary.  On  this  point  I  may  repeat  that  in  all  three  cases  the 
tumour  was  some  distance  from  the  nipple.  In  the  brain  such  a 
cyst  is  described  by  Wilks  and  Moxon  of  the  size  of  a  small  apple, 
having  a  carcinomatous  nodule  in  its  wall ;  and  the  same  authors, 
speaking  of  mammary  tumours,  say  that  "  in  a  few  cases  cancer  has 
been  found  associated  with  a  great  cyst,  the  cancer  forming  only  a 
patch  on  one  side  of  it." 

Though  early  removal  in  all  these  cases  would  have  been  the  best 
possible  treatment,  it  would  hardly  justify  us  in  recommending  such 
a  procediu^  in  all  cases  of  solitary  cysts,  since  we  know  the  great 
majority  are  of  a  simple  character.  The  converse,  however,  seema 
more  true,  viz.  that  there  is  even  less  necessity  for  removing  the 
breast  in  cases  of  multiple  cysts.  So  I  would  conclude  that  whereas 
solitary  cysts  demand  careful  watching,  and  must  be  regarded  with 
suspicion,  my  experience  of  multiple  cysts  of  large  size  leads  me  to 
view  them  with  less  anxiety.  February  4ih,  1896. 
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15.  Carcinomatous  cyst  of  the  breast.     {Card  specimen.) 
By  W.  S.  Spbbnt  (per  J.  H.  Tabgbtt,  M.S.). 

MBS.  C — ,  aged  67  years,  a  temperate  woman  in  comfortable  cir- 
cumstances, noticed  pains  in  her  left  breast  ten  weeks  before 
she  came  under  treatment,  but  only  complained  of  them  to  her 
daughter  a  month  previously,  as  she  thought  the  breast  was 
growing  larger.  There  was  a  dirty  red,  grumous  discharge  from 
the  nipple  (which  was  retracted)  for  about  six  weeks.  The  patient 
had  been  under  observation  at  different  times  during  the  previous 
ten  years,  and  as  the  cardiac  region  had  been  frequently  examined 
it  was  improbable  that  any  large  tumour  in  the  left  breast  would 
have  passed  unnoticed.  Three  years  previously  the  patient  had  a 
delusion,  following  upon  a  severe  attack  of  influenza,  that  she  had 
been  to  a  hospital  and  had  the  left  breast  removed  for  cancer. 
The  breast  was  therefore  carefully  examined  at  that  time,  but  found 
to  be  healthy,  and  her  friends  had  never  noticed  anything  wrong 
about  her  until  the  onset  of  the  present  illness.  There  were  no 
enlarged  axillary  glands.  The  whole  breast  was  freely  removed  by 
ox>eration,  and  though  part  of  the  flaps  sloughed  the  patient  ulti- 
mately made  a  good  recovery. 

Seven  months  after  the  removal  of  the  breast,  a  swelling  appeared 
in  the  corresponding  axilla,  and  rapidly  enlarged.  It  was  excised, 
and  the  remaining  lymphatic  glands  were  cleared  away.  The 
tumour  proved  to  be  a  very  soft  hsemorrhagic  growth,  breaking 
down  into  cysts ;  but  there  was  no  colloid  degeneration  in  it. 

Description  of  specimen. — A  portion  of  a  breast,  the  substance  of 
which  is  largely  replaced  by  fat.  It  shows  a  thin-walled  cyst  the 
size  of  a  pullet's  egg,  which  is  situated  towards  the  deep  surface  of 
the  gland,  and  at  some  distance  from  the  retracted  nipple.  The 
inner  surface  of  the  cyst  is  uneven  from  the  projection  of  ridges 
and  low  roimded  nodules.  Except  at  one  spot  the  lining  of  the 
cyst  is  smooth.  There  is  no  intra-cystic  papillomatous  growth. 
At  the  upper  end  of  the  preparation  the  wall  of  the  cyst  merges 
into  a  dense  mass  of  apparently  glandular  tissue,  which  on 
section  exudes  a  colloid  substance.  Histologically  the  wall  of  the 
cyst  is  composed  of  fibrous  tissue  arranged  in  layers,  and  has  no 
definite  lining  membrane.     In  the  outermost  part  of  the  cyst  wall 
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there  is  an  abundance  of  carcinomatous  growth ;  manj  of  the 
alveoli  are  large  and  rounded,  and  their  epithelial  contents  have 
undergone  colloid  degeneration.  Some  of  the  smaller  alyeoli  are  so 
situated  as  to  be  almost  flush  with  the  inner  surface  of  the  cyst 
Hence  there  can  be  little  doubt  in  this  case  that  the  cystic  change 
is  a  secondary  condition,  due  to  extensive  softening  and  degenera- 
tion in  the  larger  alveoli  of  the  tumour,  and  subsequent  coalescence 
of  these  cystic  alveoli  into  one  common  cavity. 

February  4ih,  1896. 


16.  Carcinomatous  cysts  of  the  breast. 
By  Cecil  F.  Beadles. 

IN  former  communications  which  are  published  in  these  '  Trans- 
actions *  I  have  called  attention  to  the  frequent  existence  of 
cystic  degeneration  in  mammary  glands  that  contain  cancer,  apart 
from  the  actual  malignant  growth.  I  referred  also  to  cystic  spaces, 
usually  of  small  and  microscopic  size,  that  were  surrounded  by  an 
irregular  thickening  of  proliferated  epithelium,  the  cells  most  often 
of  a  uniform  size  and  character,  and  presenting  no  malignant 
aspect.  But  this  was  not  always  so ;  at  times  there  was  irregularity 
in  shape,  size,  and  staining  power  of  the  individual  cells  and  thdr 
nuclei,  presenting  appearances  that  I  ventured  to  think  were  the 
transitional  stages  between  simple  hyperplasia  and  malignant  over- 
growth. These  cystic  spaces,  which  occasionally  reached  a  fair 
macroscopical  dimension,  were  either  portions  of  distended  ducts  or 
greatly  dilated  acini. 

The  present  matter  is,  however,  connected  only  with  the  pre- 
sence of  cysts  of  some  size  (macroscopical)  in  the  actual  cancerous 
tumour,  or  a  tumour  of  the  breast  which  is  formed  by  a  single  cyst, 
whose  wall  is  formed  by  a  malignant  heaping  up  of  epithelium,  or 
in  whose  wall  or  neighbourhood  there  is  a  deposit  of  glandular 
carcinoma.  But  the  condition  above  described  in  the  breast  tissue 
is  not  wholly  unassociated  with  this  latter  condition,  and  may  help 
to  explain  the  origin  of  these  forms  of  cystic  carcinomatous 
growths. 
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It  is  possible  that  an  original,  more  or  less  general,  cystic  condi- 
tion of  the  breast  may  give  way  to  the  expansion  of  a  single  cyst 
associated  with  malignancy  that  had  commenced  by  a  simple  over- 
development  of  the  epithelial  lining  from  some  irritant,  the  accumu- 
lation of  secretion  following  with  the  general  expansion  of  the  walls 
of  the  duct  or  acinus. 

On  the  other  hand,  there  appears  to  me  no  argument  against  the 
view  that  in  other  cases  there  has  been  a  simple,  non-malignant 
cyst  in  the  breast,  single  or  otherwise,  and  more  or  less  suddenly 
for  some  reason,  perhaps  an  injury  or  the  action  of  an  irritant  in 
the  secretion,  part  of  the  epithelium  lining  its  wall  or  lying  in  its 
vicinity  has  taken  an  active  proliferation,  passing  on  into  the  stage 
of  malignancy. 

Without  taking  into  accoimt  cavities  formed  in  the  substance  of 
a  new  growth  from  the  breaking  down  of  a  portion  of  the  new 
formation,  spaces  formed  by  colloid  degeneration,  or  resulting  from 
the  extravasation  of  blood  into  its  interior,  we  have  actual  cysts 
lined  by  an  epitheliimi  not  rarely  developed  as  a  part  of  the  actual 
growth.  As  a  rule  they  are  then  of  comparatively  small  size,  and 
seldom  exceed  half  an  inch  in  diameter.  Occasionally  they  are 
numerous  and  interspersed  about  the  tumour ;  the  cancer  is  then 
usually  of  a  soft,  glandular,  or  encephaloid  nature,  with  large  cell- 
masses  intermingled  with  small  microscopic  cysts.  When  the 
growth  is  more  scirrhous  in  character,  cysts  are  rarer  and  less 
numerous;  it  is  in  association  with  a  scirrhous  mass  that  large 
solitary  cysts  are  most  often  found. 

The  following  is  a  marked  example  of  the  former : — The  patient 
was  a  married  woman,  aged  forty-five,  who  had  had  thirteen 
children  and  four  miscarriages.  No  family  history  of  cancer. 
Only  seven  of  the  children  took  the  left  breast.  Had  an  abscess 
twenty-seven  years  ago  with  her  first  child.  This  was  lanced  and 
left  a  little  '*  nut  **  underneath,  which  was  always  painful  when  she 
had  other  children ;  it  was  situated  below  and  to  the  inner  side  of 
the  nipple.  Six  months  ago  the  present  tumour  appeared  as  a  little 
hard  mass  which  grew  slowly  up  to  six  weeks  ago,  since  which  time 
it  has  increased  rapidly  in  size.  It  came  to  the  outer  side  of  the 
nipple,  and  grew  outwards  and  upwards.  There  has  been  some  pain 
under  the  arm.  A  sanguineous  discharge  has  existed  from  the  nipple 
during  the  last  four  weeks,  which  causes  smarting  of  the  skin. 

A  hard  mass  occupies  the  outer  half  of  the  Id^  breast ;  it  is  the 
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size  of  an  orange,  and  is  not  fixed  to  the  skin.  Glands  in  the  aziBa 
cannot  be  felt.  The  breast  was  remoyed  bj  operation,  and  the 
axilla  was  cleared  out. 

On  making  a  section  through  the  breast  the  appearance  presented 
is  typically  that  of  what  I  may  call  a  cystic  carcinoma.  A  soft 
glandular  carcinoma,  with  large  rounded  areas  of  malignant  de- 
posit, separated  by  intervening  bands  of  connective  tissue,  so  as  to 
give  the  general  appearance  of  a  gland  lobule,  and  throughout  the 
growth  are  small  macroscopic  cysts,  from  which  mucus  or  blood- 
stained fluid  escaped ;  while  from  others  a  firmer  and  more  caseous 
material  coidd  be  expressed. 

Microscopically  the  whole  growth  is  made  up  of  large,  distended, 
alveolar  spaces,  some  roimded,  others  irregular  in  outline;  some 
entirely  filled  by  epithelial  cells,  others  containing  a  granular, 
amorphous  mass  in  their  interior,  while  in  the  larger  cavities  it 
either  does  not  exist  or  has  fallen  out.  The  cells  present  that 
peculiar  appearance  so  often  seen  in  this  type  of  cancerous  growth, 
being  formed  into  bands  of  compressed  cells  by  the  pressure  exerted 
by  groups  of  other  cells  that  are  pale  and  swollen,  and  lie  amongst 
them.  The  wall  of  some  of  these  spaces  is  half  a  dozen  cells  in 
thickness,  often  more,  but  seldom  less. 

The  edge  of  the  growth  and  the  breast  beyond  shows  clearly  how 
the  larger  masses  and  cystic  spaces  have  originated,  and  forms  an 
excellent  illustration  of  the  development  of  cancer  from  the  gland 
acini  of  the  breast. 

The  following  is  an  uncommon  variety  of  breast  tumour,  in  which 
the  cell-masses  largely  take  the  form  of  small  microscopic  cysts,  few 
of  which  are  visible  to  the  naked  eye : — ^A  married  woman,  aged  39, 
with  two  children  whom  she  nursed.  No  family  history  of  cancer. 
Twelve  months  ago  she  had  a  blow  on  the  breast,  and  a  tumour  had 
been  noticed  for  two  months.  A  mass  in  the  axilla  she  had  observed 
five  months.  Slight  pain  only  during  the  last  six  weeks.  There 
was  a  hard,  firm  mass  in  the  upper  half  of  left  breast.  Skin  freely 
moveable  over  it.  Enlarged  glands  in  axilla.  The  breast  was 
amputated,  and  the  axilla  cleared  out.  Two  years  and  four  months 
later  there  had  been  no  recurrence. 

The  growth  is  an  imusual  and  interesting  one.  The  tumour  is 
almost  entirely  composed  of  exceptionally  large,  roimded  spaces, 
which  when  examined  imder  a  low  power  of  the  microscope  are 
seen  to  be  lined  internally  by  a  thickened  layer  of  epithelium  many 


Digitized  by 


Google 


CARCINOMATOUS   CYSTS   QV   THB   BRBAST.  281 

cells  deep  (a  dozen  or  more),  the  cells  having  at  the  same  time  a 
fairly  uniform  size  and  appearance,  with  a  round  nucleus.  In  the 
interior  of  the  space  in  some — in  others  it  may  have  fallen  out — there 
is  a  colourless,  amorphous  mass,  apparently  composed  of  coagulated 
secretion,  with  no  trace  of  cell-form  in  it.  Although  the  larger  part 
of  the  growth  is  made  up  of  these  cystic-like  spaces,  there  are  other 
alveoli  interspersed  amongst  them,  which  often  reach  a  large  size 
where  the  cavity  is  entirely  filled  with  the  proliferated  epithelium  of 
similar  form.  Only  in  a  very  few  places  was  there  seen  the  ordi- 
nary invading  character  of  carcinoma  which  proved  its  more 
malignant  character. 

Convincing  proof  of  malignancy  is  found  in  the  diseased  lym- 
phatic glandsy  where  for  the  most  part  the  epithelial  masses 
assume  the  general  form  of  carcinoma  with  irregular  alveoli,  and 
the  individual  cells  larger  and  omsymmetrical ;  but  the  cystic 
condition  is  to  some  extent  present. 

As  an  instance  of  a  large  solitary  cyst  associated  with  a  scirrhous 
deposit  we  have  this  specimen  from  the  museum  of  the  Cancer 
Hospital,  which  I  moamted  and  have  to  thank  Dr.  Snow  for 
allowing  me  to  exhibit : — From  a  woman  aged  60,  who  had  had  no 
child  or  miscarriage.  No  family  history  of  cancer.  Never  had  an 
abscess  in  breast,  but  believes  she  had  a  blow  four  years  ago. 
There  was  a  tumour  the  size  of  a  pigeon's  egg  when  she  first 
noticed  it  four  years  ago,  situated  at  the  inner  part  of  breast,  which 
has  since  gradually  increased  in  size,  and  has  been  accompanied  by 
occasional  shooting  pains. 

On  admission, — A  mass  the  size  of  a  cocoa-nut  occupies  the  left 
breast,  and  the  skin  is  tense  over  it.  There  are  areas  of  fluctuation, 
and  some  of  these  stand  out  a  little  more  prominently  from  the 
general  surface  of  the  tumour.  Nipple  is  displaced  upwards  and 
outwards.  There  are  no  enlarged  glands  to  be  felt  in  axilla,  but 
some  thickening  leading  up  to  that  region.  Patient  is  somewhat 
emaciated,  the  right  breast  atrophied.  Breast  was  amputated  and 
axilla  cleared  out,  when  some  glands  were  found  enlarged.  She 
recovered,  and  left  the  hospital  in  nineteen  days,  but  nothing  has 
been  heard  of  her  since. 

On  making  a  section  into  the  tumour  it  was  seen  to  be  formed  of 
one  large  cyst  containing  sanguineous  colloid  fluid  and  blood-clot, 
the  wall  being  of  a  deep  brown  colour.  At  the  upper  and  inner 
part,  beneath  and  connected  with  the  nipple,  was  a  hard,  solid 
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white  mass  of  growth  which  projected  into  the  cyst  carity.  This 
growth  had  eyidently  obliterated  all  means  of  exit  of  fluid  from 
the  nipple. 

Microscopically  this  growth  presents  the  ordinary  appearance  of 
cancer  of  the  breast  with  rather  small  alveolar  spaces.  The  cyst 
wall  is  seen  to  be  formed  of  dense  fibrous  tissue  an  eighth  of  an 
inch  or  more  in  thickness.  In  this  tissue  are  numerous  spindle 
and  elongated  brown  pigmented  cells,  with  scattered  groups  of 
round  cells  also  containing  brown  colouring  matter.  In  other  parts 
the  wall  seems  more  or  less  honeycombed  by  small  cavities  filled 
with  brown  colloid-like  fluid,  and  in  the  rest  of  the  breast  tissue 
there  are  a  number  of  small  cysts,  apparently  dilated  lymphatic 
channels.  An  interesting  point  in  this  specimen  is  the  presence  of  a 
nxunber  of  small,  raised,  whitish  nodules,  little  larger  than  pin-heads, 
on  the  inner  surface  of  the  wall  of  the  cyst.  These  proved  to  be 
minute  foci  of  cancer,  with  the  usual  epithelial  cell-masses  arranged 
in  alveolar  spaces.  Seeing  that  there  is  no  sign  of  an  internal 
epithelial  lining  to  the  cyst,  and  that  no  gland  acini  are  anywhere 
near,  I  make  the  suggestion  that  these  small  masses  may  have 
arisen  by  auto-infection  from  malignant  cells  detached  from  the 
large  mass  of  cancer  above. 

The  next  specimen  is  of  interest  on  account  of  the  variable 
nature  of  the  epithelial  elements  present,  and  although  it  has  the 
general  appearance  of  a  cysto-sarcoma  I  am  inclined  to  look  upon 
it  as  a  form  of  carcinoma : — ^From  a  married  woman  aged  sixty- 
three,  who  had  four  children  ;  the  yoimgest  was  twenty-two  years 
of  age.  No  family  history  of  cancer.  She  first  noticed  a  small 
nodule  in  the  breast  twenty-one  years  previously,  and,  as  it  gradually 
increased  in  size,  she  thought  of  having  it  removed  some  years  ago, 
but  was  advised  not.  Lately  it  has  grown  rapidly,  and  is  painfnL 
There  is  a  large  cystic  tumour,  the  size  of  a  cocoa-nut,  occupying 
the  whole  of  the  right  breast,  freely  moveable ;  skin  nodulated  and 
brawny.  Nipple  retracted.  Glands  in  axilla  enlarged  and 
numerous.  Breast  removed  and  axilla  cleared.  One  gland  the 
size  of  a  small  plum  and  several  others  enlarged ;  they  were  soft, 
but  unfortunately  were  not  examined  with  the  microscope.  Owing 
to  the  extent  of  removal  the  edges  did  not  meet,  and  the  wound 
had  to  granulate  from  the  bottom.  The  patient  did  well,  and  was 
discharged  in  six  weeks. 

The  breast  was  a  mass  of  cysts  which  contained  a  fluid  of  a 
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brownish  colour  and  gelatinous  nature;  the  cysts  extended  com- 
pletely under  the  mamma,  and  were  divided  into  parts  and  saccides 
by  a  number  of  septa,  some  being  separated  only  by  very  narrow 
bands,  while  others  had  thick  masses  of  hard  white  growth  between 
them  which  had  a  malignant  aspect ;  in  this  firm  tissue  were  a  few 
small  cysts,  with  occasionally  a  small  intra-cystic  growth  therein. 

Apart  from  the  rest  of  this  cystic  tumour,  and  lying  on  the  out- 
skirts of  the  mass  removed,  was  a  round  hard  masSy  size  of  a 
walnut,  which  proved  to  be  composed  of  dense  fibrous  tissue,  with 
here  and  there  a  trace  of  degenerated  glandular  elements, — in  fact, 
a  distinct  adeno-fibroma. 

Microscopically  the  specimen  is  of  an  exceedingly  interesting 
nature.  It  does  not  present  the  appearance  of  a  simple  cysto- 
sarcoma,  as  from  its  naked-eye  characters  and  history  one  might  be 
led  to  surmise ;  but  it  is  of  a  complicated  nature,  in  which  the 
epithelial  or  carcinomatous  elements  largely  predominate.  In  a  series 
of  drawings  of  sections  taken  from  various  parts  of  the  tumour, 
from  the  thin-walled  septa,  and  the  dense  scirrhus-like  masses 
which  occur  in  places,  we  have  represented  some  of  the  appear- 
ances that  are  to  be  seen.  In  places  we  have  the  surface  covered 
by  a  single  layer,  or  one  or  two  thicknesses  of  large  distorted  cells, 
or  we  have  small  fringes  covered  by  a  greatly  multiplied  mass  of 
more  or  less  well-formed  epithelial  cells.  Other  parts  again  have 
single  or  multiple  layers  of  columnar-shaped  epithelium  resembling 
adenoid  cancer.  Again,  in  the  more  solid  parts  there  is  a  definite 
alveolar  arrangement,  and  spaces  exist  which  are  either  entirely 
filled  or  lined  by  a  variable  thickness  of  irregular  cancer-cells. 

The  stroma  is  for  the  most  part  degenerated,  often  mucoid ;  in 
places  it  is  more  embryonic,  but  to  me  does  not  seem  so  prominent 
a  feature  as  the  epithelium.  It  may  be  that  the  disease  was 
originally  a  cystic  degeneration  of  the  breast,  then  a  connective- 
tissue  growth  supervened,  followed  by  a  carcinomatous  or  malignant 
change  in  the  epithelium.  February  Aih,  1896. 
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17.    Carcinoma  of  the  mamma  associated  with  a  large  cyst, 
(  Card  specimen.) 

By  H.  D.  EoLLESTON,  M.D. 

THIS  specimen  was  removed  from  a  woman  aged  50  years,  in 
St.  George's  Hospital,  by  Mr.  Bennett,  by  whose  kind  per- 
mission I  am  enabled  to  show  it.  A  year  before  admission  she  had 
received  a  blow  on  the  right  breast,  and  four  months  later  she  first 
noticed  the  breast  to  be  swollen.  Five  months  later  she  noticed 
that  the  skin  over  the  swelling  appeared  red  and  inflamed. 

On  admission  the  skin  over  the  inner  and  lower  part  of  the  right 
breast  was  red  and  adherent  to  a  tumour,  in  which  fluctuation  could 
be  obtained.  The  nipple  was  quite  free,  and  was  situated  quite  an 
inch  from  the  tumour.  No  enlarged  glands  were  felt  in  the  axilla. 
The  skin  and  the  whole  of  the  breast,  together  with  the  tumour, 
were  freely  removed.  Part  of  the  pectoral  muscle,  being  adherent  to 
the  tumour,  was  removed.  The  nipple  was  quite  normal,  and  the 
greater  part  of  the  breast  tissue,  with  the  exception  of  a  few  minute 
cysts,  appeared  healthy.  Continuous  with  the  inner  and  lower  part 
of  the  mamma  there  was  a  cyst  the  size  of  an  orange  containing 
clear  fluid.  The  wall  of  the  cyst  was  adherent  to  the  skin  anteriorly, 
and  in  this  situation  was  composed  of  fibrous  and  organising  granu- 
lation tissue.  This  part  of  the  wall  of  the  cyst  was  free  from  any 
carcinomatous  infiltration,  and  did  not  show  any  gland-tubes,  so 
that  there  is  no  evidence  that  the  cyst  arose  in  a  fibro-adenoma. 
Tracing  the  wall  of  the  cyst  round  towards  its  deeper  attachments  it 
is  seen  that  it  gradually  thickens,  reaching  its  maximum  where  it  is 
adherent  to  the  pectoral  muscle.  Microscopic  sections  through  the 
cyst-wall  where  it  is  increasing  in  thickness  show  an  infiltration 
with  spheroidal-celled  carcinoma.  The  structure  of  the  thickest 
part  of  the  cyst- wall  shows  spheroidal-celled  carcinoma,  which,  from 
the  presence  of  fatty  degeneration  of  the  cells,  is  presumably  of 
older  date  than  the  less  thickened  portion  just  referred  to.  The 
inner  surface  of  the  cyst-wall  in  this  situation  is  irregular  and 
fenestrated,  so  as  to  resemble  the  interior  of  a  chronically  inflamed 
bursa,  while  it  is  comparatively  smooth  under  the  skin  where  no 
carcinomatous  infiltration  has  taken  place. 

From  the  structure  of  the  cyst- wall,  innocent  in  one  part,  cardno- 
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matous  in  another,  it  appears  probable  that  the  carcinoma  has 
developed  close  to  the  cyst,  along  the  walls  of  which  it  was  in 
process  of  spreading.  In  addition,  the  clear  contents  of  the  cyst 
show  that  it  is  not  due  to  softening  down  of  the  growth.  The 
cyst  does  not  appear  to  have  had  its  origin  in  a  fibro-adenoma,  and 
the  absence  of  blood-pigment  both  from  the  wails  and  contents  is 
against  the  yiew  that  it  was  the  result  of  extravasation  of  blood  at 
the  time  of  the  injury.  It  is  probable,  then,  that  the  cyst  was  a 
simple  one,  and  that  the  invasion  of  carcinoma  rendered  it  more 
manifest,  and  possibly  led  to  some  increase  in  its  dimensions. 

May  \9th,  1896. 


18.  Cystic  disectse  of  both  breasts,  with  scirrhotis  carcinoma  in 
the  right  breast. 

By  H.  Betham  Eobinson,  M.S. 

HiSTOBT. — E.  C — ,  a  married  woman  aged  49,  came  under  my 
care  at  St.  Thomas's  Hospital  on  August  6th,  1894,  with 
cystic  disease  of  both  breasts.  She  had  had  six  children,  and  had 
had  at  no  time  any  trouble  with  her  nipples  or  breasts.  No  family 
history  of  carcinoma.  In  April  the  enlargement  of  her  breasts  had 
first  been  taken  notice  of.  During  the  last  month  she  had  thought 
she  felt  a  Ixunp  in  the  right  breast.  There  had  been  no  pain  in 
either  breast,  and  no  discharge  from  the  nipples. 

On  examining  the  right  breast  the  nipple  was  a  good  deal  re- 
tracted (this  had  not  developed  apparently  in  relation  with  the 
disease).  The  whole  of  the  gland  was  uniformly  enlarged  and  in- 
durated, and  with  a  veiy  well-defined  edge.  Around  the  nipple 
were  several  very  hard  nodides,  but  without  any  evidence  of  fluc- 
tuation in  them.  The  skin  was  quite  free  over  the  breast,  and  the 
gland  itself  was  quite  free  of  the  deep  tissues.  There  was  some 
fulness  in  the  right  axilla,  but  no  definite  hard  glands  could  be 
detected. 

The  left  breast  presented  much  the  same  features.  There  were 
several  firm  lumps  to  be  felt,  and  the  whole  gland  was  freely  move- 
able, but  it  was  not  quite  so  large  as  the  right  one.  The  right 
breast  was  amputated  on  August  20th.    It  was  freely  removed  with 
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the  skin,  and  the  axilla  was  cleared  out.  The  wound  healed  bj  first 
intention. 

The  breast,  on  section,  showed  that  it  had  undergone  a  general- 
ised change.  There  was  a  fibrotic  condition  through  the  whole 
breast,  the  connective  tissue  being  white  and  glistening,  but  the 
section  did  not  cup.  It  was  riddled  throughout  with  cysts  yarying 
in  size  from  that  of  a  Tangerine  orange  to  those  of  microscopic  sixe. 
These  contained  the  greenish-brown  mucoid  fluid  usually  met  with. 
Many  of  the  cysts  were  on  the  deep  surface,  forming  there  definite 
bosses.  They  were  quite  smooth-walled,  and  in  none  of  them  were 
there  any  intra-cystic  growths.  The  glands  on  section  were  quite 
soft,  and  showed  no  evidence  of  any  growth. 

Histologically  the  breast  shows  the  changes  characteristic  of 
chronic  interstitial  mastitis.  The  remnants  of  gland  tissue  are 
widely  separated  by  an  extensive  development  of  fibrous  tissue ;  the 
latter  in  the  neighbourhood  of  the  gland  tissue  is  much  firmer,  and 
the  connective-tissue  bimdles  are  arranged  circularly  roimd  the 
acini,  developing  especially,  to  start  with,  from  the  basement  mem- 
brane of  the  tubides.  The  acini  in  places  are  ahnost  obliterated, 
the  cells  being  very  small  and  evidently  much  compressed,  their 
nuclei  staining  deeply  with  hsematoxylin.  In  some  spots  dilatation 
of  the  small  ducts  has  taken  place,  and  their  epithelium  is  pro- 
liferating. Besides  these  there  are  large  masses,  composed  of  cells 
much  larger  than  those  before  mentioned,  rather  irregular  in  shape, 
and  not  taking  the  hsematoxylin  stain  so  deeply.  In  some  specimens, 
as  in  the  one  under  the  microscope  this  evening,  there  is  definite 
evidence  of  a  scirrhous  growth  in  addition.  The  fibres  of  conneetiTe 
tissue  are  arranged  in  parallel  bimdles,  and  cells,  evidently  carcino- 
matous in  nature,  are  to  be  seen  running  between  them  in  rows. 

During  October  the  left  breast  distinctly  increased  in  size,  and 
she  was  advised  to  have  this  removed.  In  the  middle  of  November, 
when,  she  next  presented  herself,  it  had  further  increased,  and  a 
gland  in  the  left  axilla  was  to  be  felt.  After  strong  persuasion  she 
•consented  to  have  this  breast  removed,  and  so  on  November  28tb 
she  was  admitted. 

The  breast  presented  the  nodulated  condition  before  described, 
especially  in  the  outer  and  upper  quadrant,  but  the  lumps  were 
softer  than  in  the  other  breast. 

The  breast  was  amputated  and  the  axilla  cleared  out,  but  in  tht 
latter  there  was  only  one  gland  that  seemed  at  all  enlarged. 
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On  section,  as  on  the  other  side,  the  breast  was  studded  with 
cjsts  yaiying  in  size,  but  none  of  them  showed  any  intra-cjstic 
growths.  Histologically  the  breast  showed  the  signs  of  chronic 
inflammation ;  no  evideoice  of  scirrhous  carcinoma.  The  gland  re- 
moved was  quite  healthy. 

Since  the  r^noval  of  the  breasts  the  patient  has  remained  quite 
well. 

Bemarlu. — These  specimens  are  good  examples  of  a  generalised 
cystic  disease  of  the  breasts.  As  in  other  organs,  e,  g.  the  kidney,  the 
development  of  cysts  in  relation  with  a  dilhise  fibroid  change  is  not 
to  be  wondered  at.  Now  such  an  extensive  cystic  change  is  certainly 
unusual  in  the  breast,  and  this  bilateral  condition  as  a  clinical  form 
has  been  accurately  described  by  many  observers.  Sir  Astley 
Cooper,  in  his  classical  monograph  '  Illustrations  of  Diseases  of  the 
Breast,'  refers  to  this  disease  under  the  name  of  "cellulous 
hydatids,*'  and  says,  *'  It  is  an  enlargement  growing  for  months 
or  years,  the  swelling  at  first  feeling  solid,  developmg  after  a  time 
fluctuating  centres.  These  contain  a  mucilaginous  serous  fluid,  and 
the  glands  are  not  enlarged.  On  dissection  the  breast  has  chronic 
inflammation  of  the  connective  tissue,  with  a  large  number  of  cysts 
of  varying  size  distributed  through  it,  with  tendency  to  grouping." 
He,  however,  makes  the  statement  that  he  had  never  seen  the  disease 
present  in  both  breasts  at  the  same  time.  In  France,  both  Phocas 
and  Beclus  have  described  these  cases,  and  the  disease  is  named 
after  the  latter  observer.  He  describes  these  nodular  swellings  as 
occurring  more  towards  the  periphery  of  the  gland ;  Konig  says 
on  the  posterior  surface,  and  both  are  undoubtedly  correct.  Eeclus 
also  states  that  both  breasts  are,  as  a  rule,  involved,  and  the  cysts 
develop  progressively.  They  occur  in  women  between  forty  and 
fifty,  and  in  only  a  small  proportion  is  pain  complained  of.  In 
about  80  per  cent,  there  is  some  discharge  from  the  nipple.  Intra- 
cystic  growths  in  the  large  cysts  are  rare,  Reclus  having  noticed 
them  only  once  in  fourteen  cases. 

Although  we  may  recognise  several  clinical  forms  of  cystic  disease, 
from  the  pathological  standpoint,  which  shoidd  be  our  only  guide, 
classification  becomes  very  simple.  Excluding  the  so-called  duct 
cysts,  localised  specially  to  the  nipple  region  and  developed  from  the 
sinuses,  of  which  many  cases  have  been  described  by  Birkett  and 
Bryant,  I  believe  that  every  cyst  of  the  breast,  which  is  not 
especially  associated  with  lactation,  develops  in  relation  with  some 
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chronic  inflammatory  cliange.  The  latter  may  be  local  or  genera- 
lised, but  in  every  so-called  "  single  cyst "  that  I  have  examined 
there  has  been  an  increase  of  fibroid  tissue  with  small  cysts  in  the 
neighbourhood.  Whether  one  cyst  or  many  enlarge  is  purely  a 
matter  of  accident. 

Another  point  worthy  of  note  is  the  presence  of  carcinoma  in 
relation  with  this  chronic  inflammatory  change.  The  two  lesions 
are  so  common  that  they  may  be  accidentally  associated,  but  in  this 
case,  as  in  so  many  others,  there  appears  a  causal  relation  between 
the  two.  We  know  that  in  most  cases  of  chronic  interstitial 
mastitis,  appearances  such  as  the  marked  proliferation  of  acinous 
epithelium,  and  the  distension  of  the  acini,  are  common  features, 
and  it  would  baffle  the  most  expert  histologist  to  decide  between 
their  simple  or  malignant  nature.  Any  patient  with  such  a 
condition  is  practically  on  the  brink  of  a  precipice,  a  condition 
which  I  feel  certain  is  not  appreciated  and  even  opposed  by  many. 
These  cases,  whether  the  development  is  local  or  general,  should  be 
treated  radically ;  for  any  measure  such  as  tapping  or  plugging  is 
worse  than  useless,  and  only  excites  further  irritation.  It  can 
only  be  from  the  sesthetic  side  that  the  retention  of  such  diseased 
oi^ans  is  defended,  while  from  a  practical  point  of  view  we  must 
recognise  the  fact  that  they  are  a  positive  source  of  danger. 

March  Srd,  1896. 


19.  Hamorrhaffic  duct-cancer  of  the  breast,     {Card  specimen,) 

By  ExjTHERFOBD  MoRRisoN  (per  J.  H.  Targett,  M.S.). 

f  pHE  specimen  was  removed  from  a  married  woman  aged  39,  who 
X  was  admitted  to  a  hospital  with  pain  and  swelling  in  the  left 
breast.  Three  years  previously  she  fell  from  a  tram,  and  the  same 
night  felt  pain  in  that  breast.  A  slight  discharge  of  blood  from 
the  nipple  was  seen,  and  this  has  been  present  more  or  less  ever 
since.  Three  months  ago  the  patient  felt  a  small  Itimp  in  the 
breast,  but  it  was  not  then  painful.      On  admission  there  was  a 
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firm,  semi-elastic  tumour  immediately  beneath  the  left  nipple ;  it 
was  about  an  inch  and  a  half  in  diameter,  and  had  ill-defined  edges. 
It  was  attached  to  the  substance  of  the  nipple,  but  the  skin  over 
the  tumour  was  not  adherent.  There  was  much  bloody  fluid  dis- 
chai^ed  from  the  nipple.  The  axillary  glands  were  enlarged.  The 
breast  and  the  whole  of  the  axillary  glands  were  removed  by 
operation.  These  glands  were  much  enlarged  and  infiltrated  with 
secondary  deposits,  but  were  not  examined  microscopically. 

The  growth  in  the  breast  proves  to  be  a  duct-carcinoma,  and  is 
remarkable  for  the  extreme  engorgement  of  its  capillaries  and  the 
extravasation  of  blood  into  the  stroma. 

The  tubular  structure  of  the  epithelial  growth  is  fairly  well  seen, 
but  is  to  some  extent  modified  by  the  extraordinary  dilatation  of 
capillary  vessels  which  run  in  the  delicate  stroma  surrounding  the 
tubes,  or  forming  the  core  of  papillary  processes  of  growth.  Indeed, 
so  abundant  is  the  blood  in  some  portions  of  the  tumotu:  that  the 
tissue  has  an  alveolar  appearance,  the  alveoli  being  filled  with  blood- 
corpuscles,  and  the  walls  formed  of  distorted  epithelial  cells  which 
repr^ent  the  original  tubules  flattened  out  by  pressure.  Probably 
much  of  this  blood  is  in  reality  extravasated  into  the  loose  cellular 
tissue  aroimd  the  engorged  capillaries,  the  outlines  of  which  are 
easily  discerned.  Two  results  would  appear  to  have  followed  from 
this  engorgement  and  extravasation :  firstly,  the  flattening  of  the 
epithelial  tubules  as  described;  and  secondly,  large  tracts  of  the 
growth  have  undergone  necrotic  changes,  so  that  they  would  not 
stain.  The  latter  change  may  be  due  to  interference  with  the  blood- 
supply  by  extravasation  into  adjacent  areas.  The  vascularity  of 
duct-cancers  of  the  breast  is  well  known,  and  the  specimen  here 
described  indicates  very  well  the  mode  in  which  such  growths  may 
sometimes  be  converted  into  blood-cysts,  and  so  lose  their  malignant 
characters,  or  at  least  be  mistaken  for  blood-cysts  of  a  simple  type. 

March  Srd,  1896. 
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20.  Malignant  tumour  from  ischio-rectal  region  of  a  fox  terrier, 
{Card  specimen,) 

By  C.  S.  Wallace. 

TUMOUR  was  first  noticed  in  the  spring  of  1889.  It  was  situated  to 
the  left  side  and  behind  the  anus.  It  was  freely  moveable  over 
deep  and  superficial  structures.  In  June,  1890,  it  was  removed  under 
cocaine  and  shelled  out  completely ;  it  was  lying  beside  the  rectum, 
but  in  no  way  connected  with  it.  When  removed  it  measured 
2  inches  by  1  inch,  its  long  axis  corresponding  with  the  long  axis  of 
the  rectum.  On  section  it  was  pinkish- white  in  colour,  and  pre- 
sented well-made  lobides.  In  the  autumn  of  1893  it  again  appeared 
in  the  same  situation,  and  gradually  increased  in  size  until  the 
autumn  of  1895,  when  the  dog  was  killed  on  account  of  his  age,  being 
thirteen  years  old. 

When  examined  after  death  the  tumour  was  f oimd  to  be  uncon- 
nected with  anything  except  the  scar  of  the  old  incision.  No 
secondary  growths  were  present  in  the  body. 

Microscopical  examination  showed  the  tumour  to  consist  of 
lobules  divided  from  one  another  by  strands  of  fibrous  tissue. 
The  lobules  themselves  consisted  of  branching  columns  of  ceUs,  but 
without  any  sign  of  a  limien.  The  colimins  of  cells  presented  a 
basement  membrane  of  flattened  cells  whose  nuclei  were  weU  stained, 
and  on  these  were  situated,  in  some  places,  long  columnar  ceUs, 
which  interdigitated  with  one  another,  and  possessed  a  roimd 
nucleus  with  one  or  two  nucleoli.  In  other  places  the  cells  were 
of  the  polyhedral  type,  and  presented  the  same  kind  of  nuclei. 

In  various  parts  of  the  sections,  and  nearly  always  in  the  con- 
nective tissue,  were  to  be  seen  rounded  bodies  of  a  yellow  colour, 
suggesting  a  homy  nature.  In  a  few  instances  there  were  indica- 
tions of  a  faint  circular  striation,  but  in  very  few  of  them  were 
there  any  epithelial  cells  outside  the  yellow  centre,  and  these  did 
not  resemble  the  outer  layers  of  cells  in  the  nests  of  squamous 
epitheliomata. 

Sections  of  the  recurrent  tumo\ir  showed  similar  appearances  to 
those  of  the  primary  growth,  with  the  exception  that  the  coliimnar 
cells  were  less  abundant,  and  that  in  some  places  the  cells  appeared 
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to  be  vacuolated.     This  specimen  was  not  placed  in  preservative  fluid 
until  three  days  after  death,  and  then  only  in  alcohol. 

Since  the  dog  possesses  only  sweat-glands  on  the  hairless  parts  of 
its  body  from  which  the  columnar  cells  might  have  arisen,  the 
tumour  must  be  either  an  adenoma  of  the  glands  of  the  rectimi  or 
a  sacro-coccygeal  tumour,  from  both  of  which  it  differs  in  showing 
no  tubules  with  lumina.  The  sebaceous  glands  of  the  dog  resemble 
human  sebaceous  glands,  and  would  therefore  be  unable  to  give  rise 
to  a  growth  containing  columnar  cells.  March  ^rd,  1896. 


21.  On  sarcomata  of  the  bladder  and  their  classification. 

By  J.  H.  Tarqett,  M.S. 

[With  Plates  V,  X,  and  XI.] 

DURING  the  last  thirty  years  several  examples  of  sarcoma  of  the 
bladder  have  been  brought  before  this  Society,  and  the  subject 
has  received  fuller  attention  at  the  hands  of  Barling,^  D'Arcy  Power,^ 
Penwick,^  and  Southam.*  It  is  not  my  intention  to  traverse  the 
same  ground  as  these  writers,  or  at  least  not  in  the  same  way ;  but 
I  propose  to  describe  the  specimens  of  vesical  sarcoma  which  I  have 
had  the  opportunity  of  examining,  with  the  view  of  introducing  an 
anatomical  method  of  classification  for  the  diverse  growths  which 
are  included  under  the  heading  of  sarcoma  of  the  bladder.^ 

Several  methods  of  classification  have  been  already  adopted.  It 
is  generally  agreed  that  sarcoma  of  the  bladder  occurs  most  fre- 
quently in  childhood  and  after  middle  life.  Thus  cases  may  be 
divided  clinically  into  those  occurring  before  the  age  of  ten  years, 
and  those  after  the  age  of  forty  years.  It  is  also  agreed  that  there 
are  considerable  differences  in  the  macroscopical  characters  of  the 
tumours  at  these  two  ages,  so  that  this  classification  by  age  has 
both  a  clinical  and  a  pathological  value. 

*  '  Birmingham  Med.  Rev.,*  1838,  vol.  xxiii,  p.  193;  1892,  vol.  xxxii,  p.  65. 
«  '  Trans.  Path.  Soc..'  1888.  vol.  xxxix,  p.  172. 

»  Ibid.,  p.  171. 

*  '  Med.  Chron.,'  1888,  vol.  viii,  p.  177;  1889,  vol.  x,  p.  119. 

^  The  various  specimens  described  in  this  paper  were  exhibited  at  the  meetint^ 
of  the  Society,  chiefly  as  lantern  plates  from  photoipraphs. 
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Classification  according  to  the  shape  or  arrangement  of  the  cells 
of  the  sarcoma  is  a  well-recognised  method,  and  is  adopted  by 
Barling  (loc.  cit.).  Further,  it  is  easy  to  separate  the  growths  into 
three  classes,  which  may  be  broadly  distinguished  as  (1)  primary 
sarcomata  of  the  bladder ;  (2)  sarcomata  which  have  extended  into 
the  bladder  from  adjacent  viscera  or  tissues ;  (3)  secondary  or  meta- 
static sarcomata.  By  combining  the  first  and  last  of  these  methods 
we  can  speak  of  sarcomata  of  the  bladder  in  adults  (over  forty  years 
of  age)  as  being  either  primary,  or  by  extension,  or  metastatic ;  and 
similarly  with  those  occurring  in  childhood. 

We  will  proceed  to  consider  those  met  with  in  adults  first,  and 
take  them  in  the  inverse  order  of  frequency. 

1.  Metastatic  sarcomata  of  the  bladder. — Under  this  subdivision  I 
have  but  one  specimen  to  exhibit.  It  consists  of  a  soft  pigmented 
polypus  attached  by  a  slender  pedicle  to  the  mucous  coat  of  the 
posterior  wall,  and  is  histologically  a  melanotic  sarcoma.  The 
primary  disease  was  in  the  eye.^ 

A  doubtful  case  of  sarcoma  of  the  bladder  secondary  to  the  left 
kidney  is  recorded  by  Dr.  Penrose.'-'  The  left  kidney  was  wholly 
replaced  by  a  large  roimd-celled  sarcoma  weighing  over  6  lbs.  A  little 
above  the  internal  meatus  of  the  urethra  there  was  a  somewhat 
pedunculated  villous  growth,  which  was  r^arded  as  a  secondaiy 
deposit  of  sarcoma  induced  by  direct  implantation  from  the  kidney. 
The  microscopical  examination  was  not  conclusive,  and  the  vesical 
tumour  might  have  been  only  a  simple  papilloma  associated  with 
sarcoma  of  the  kidney.  But  a  loose  mass  of  degenerated  sarcomatous 
tissue  was  found  in  the  bladder,  and  the  patient  had  passed  a 
spirally  twisted,  vermiform  clot  composed  of  sarcomatous  cells  and 
coagulimi.  The  possibility  of  metastasis  by  direct  implantation 
must  be  admitted,  but  was  not  conclusively  demonstrated  in  this 
case. 

2.  Sarcomata  of  the  bladder  by  extension  from  adjacent  viscera 
and  tissues, — The  viscus  which  is  most  frequently  the  primary  seat 
of  the  disease  is  certainly  the  prostate ;  but  the  remaining  viscera  in 
the  male,  or  those  of  the  female  pelvis  may  occasionally  exhibit  the 
original  focus.  The  consideration  of  the  tissues  other  than  those 
of  the  pelvic  viscera  may  be  deferred  for  the  moment. 

Primary  sarcoma  of  the  prostate  is  not  a  common  affection  in  the 

1  *  Trane.  Path.  Soc./  1891,  vol.  xlii,  p.  214. 
«  Ihid.,  1898,  vol.  xliv,  p.  96, 
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adult,  but  most  museums  possess  specimens  of  the  disease  in 
children,  and  in  them  we  find  that  in  addition  to  a  large  gelatinous 
tumour  replacing  the  prostate  there  are  deposits  of  the  growth 
beneath  the  mucous  coat  of  the  bladder,  which  generally  assume 
the  polypoid  form.  This  specimen  (4360a,  R.C.S.  Mus.^)  is  an 
example  of  a  large  myxosarcoma  of  the  prostate  from  a  man  aged 
fifty-three,  but  there  is  no  actual  protrusion  into  the  cavity  of  the 
bladder. 

A  good  example  of  sarcoma  of  the  prostate  invading  the  bladder 
is  preserved  in  St.  Bartholomew's  Hospital  Museum  (No.  2854a). 
It  shows  a  large  soft  growth  replacing  the  prostate  and  projecting 
into  the  cavity  of  the  bladder  in  the  form  of  pedimculated  growths 
of  varying  size.  Histologically  the  growth  is  a  sarcoma  composed 
of  round  and  spindle-shaped  cells.  The  patient  was  a  man  aged 
twenty-one,  who  was  admitted  for  retention  of  urine.  He  died 
three  weeks  later,  after  much  hsematuria.  The  autopsy  showed 
marked  dilatation  of  the  ureters  and  suppurative  nephritis,  but  no 
secondary  deposits  were  found.^ 

Primary  sarcoma  of  the  vagina  in  adults  is  a  very  rare  affection. 
Dr.  William  Gow  ^  carefully  searched  the  literature  of  the  subject, 
but  was  able  to  collect  only  thirteen  cases,  and  in  none  of  them  was 
there  any  statement  to  the  effect  that  the  bladder  was  involved. 
But  a  post-mortem  examination  was  made  in  only  two  of  these  cases, 
hence  the  frequency  of  extension  into  the  bladder  cannot  be  esti- 
mated. In  children,  however,  we  have  more  anatomical  evidence  to 
work  upon,  and  the  subject  will  be  dealt  with  later. 

It  is  unnecessary  to  refer  to  primary  sarcoma  of  the  uterus  and 
rectum  in  detail.  When  the  growth  has  passed  beyond  the  limits 
of  either  viscus  it  may  extend  into  the  wall  of  the  bladder,  but  I 
have  no  specimens  to  bring  forward  illustrating  these  conditions. 
One  example  of  sarcoma  extending  into  the  bladder  by  way  of  the 
lureter  must  be  mentioned.*  A  round-celled  sarcoma  starting  in  the 
neighbourhood  of  the  right  kidney  penetrated  the  upper  end  of  the 
<;orresponding  ureter,  and  gradually  spread  down  that  channel 
until  it  reached  the  bladder.     On  laying  open  the  bladder  (3706a, 

*  See  'Trans.  Patb.  Soc.,*  1887,  vol.  xxxviii,  p.  195,  whree  the  growth  is 
wrongly  described  as  encephaloid  carcinoma. 
«  '  Trans.  Path.  Soc.,*  vol.  xxxiv,  p.  146. 
»  « St.  Barth.'s  Hosp.  Reps.,'  1891,  vol.  xxvii,  p.  97. 
•  Trans.  Path.  Soc.,'  189     vol.  xliii,  p.  92 
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R.C.S.  Mus.)  a  polypoid  tumour  the  size  of  a  large  cherry  was  found 
to  project  from  the  mouth  of  the  right  ureter  into  the  cavity  of  the 
bladder.  The  pedicle  of  the  tumour  was  covered  with  healthy 
mucous  membrane,  but  at  its  summit  (which  included  the  actual 
orifice  of  the  ureter)  the  surface  was  ulcerated  (Fig.  19).     In  a 

Fig.  19. 


remarkable  case  recorded  by  Dr.  Bastian,'  the  malignant  growth 
invaded  the  ureter  from  its  vesical  extremity,  and  spread  upwanls 
in  the  walls  of  the  canal  as  far  as  the  pelvis  of  the  kidney.  From 
the  description  of  the  growth  in  the  bladder  it  was  probably  a  soft 
sarcoma.  The  two  cases  are  of  interest  as  showing  the  invasion  of 
the  entire  lengtl^of  a  ureter  by  sarcoma  commencing  at  one  or  other 
end  of  the  tube. 

3.  Primary  sarcomata  of  the  bladder.  —  These  growths  in  the 
adult  may  be  advantageously  divided  into  two  classes.  In  one 
class  an  intra-vesical  tumour  is  formed,  while  in  the  other  the  disease 
is  mainly  outside  the  wall  of  the  bladder,  and  may  be  termed 
"pericystic."  Before  describing  the  specimens  which  illustrate 
these  subdivisions  a  word  or  two  may  be  said  as  to  the  frequency 
of  primary  sarcomata  of  the  bladder.  In  the  various  London 
museums  there  are  more  than  200  specimens  of  solid  tumours  of 

1  « Trans.  Path.  Soc./  1867,  vol.  xviii,  p.  169. 
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the  bladder  which  are  primary  in  origin.  Of  these  rather  more 
than  one  half  are  primary  carcinomata  of  various  kinds,  while  barely 
one  tenth  are  primary  sarcomata ;  in  other  words,  carcinoma  is  five 
times  more  common  than  sarcoma  in  the  adult.  In  making  this 
calculation  all  examples  of  sarcomata  in  childhood  have  been 
excluded  because  of  the  differences  in  their  pathology  and  effects. 
As  this  proportion  differs  considerably  from  that  given  by  Prof. 
Albarran,  in  his  monograph  on  *  Tumours  of  the  Bladder/  it  may 
be  pointed  out  that  in  the  largest  individual  collection  in  London 
(which  is  preserved  in  Guy's  Hospital  Museum)  the  above  propor- 
tion obtains.  Thus  out  of  thirty-six  primary  growths,  all  of  which  I 
have  examined  with  the  microscope,  there  are  twenty-two  carcinomata 
and  four  sarcomata  in  adults.  Albarran  only  met  with  two 
examples  of  sarcoma  among  eighty-nine  vesical  tumours  which  he 
himself  had  examined  with  the  microscope,  but  it  is  probable  that  a 
very  large  number  of  these  were  papillomata  removed  by  operation. 

A.  The  naked  features  of  the  first  variety  of  primary  sarcoma  men- 
tioned above  are  those  of  a  solid  sessile  timiour,  originating  in  the 
submucous  tissue  and  projecting  into  the  cavity  of  the  bladder.  It 
is  usually  situated  in  the  inferior  zone  of  the  bladder,  behind  or  to 
one  side  of  the  trigone,  or  less  frequently  upon  the  trigone;  it 
may  involve  the  orifices  of  the  ureters,  and  may  also  tend  to  grow 
towards  the  neck  of  the  bladder.  The  outline  of  the  tiunour  is 
lobulated,  and  its  surface  smooth  from  the  covering  of  mucous 
membrane  which  it  bears.  If  ulceration  has  occurred,  the  summit 
of  the  tumour  will  be  frayed  or  shaggy  from  maceration.  On 
section  it  usually  presents  a  soft,  somewhat  spongy  structure. 
Though  at  first  limited  to  the  submucous  tissue,  the  growth 
eventually  infiltrates  the  muscular  coat  and  forms  nodular  masses 
beneath  the  serous  membrane.  Mr.  Southam  ^  records  a  case  in 
which  perforation  of  the  bladder  and  fatal  peritonitis  resulted 
from  sloughing  and  ulceration  of  the  growth. 

The  following  preparations  are  excellent  examples  of  the  variety 
of  primary  sarcoma  now  under  consideration.  This  one  was  brought 
before  the  Society  in  1883  by  Mr.  Clutton,^  and  there  is  perhaps 
some  doubt  as  to  its  being  a  primary  growth.  The  case  is  always 
included  in  the  statistics  of  metastatic  sarcomata  of  the  bladder. 
But  the  reasons  for  this  classification  are  to  my  mind  not  very  con- 

1  « Med.  ChroiL,'  1888,  vol.  viii,  p.  177. 

-  *  Trsnf .  Path.  Soc.,'  1888,  vol.  xxxiv,  p.  212. 
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vincing.  The  autopsy  revealed  only  two  growths ;  one  of  these  was 
in  the  scalp  and  had  penetrated  the  skull,  the  other  in  the  urinary 
bladder.  The  former  consisted  of  large  spindle-shaped  and  giant- 
cells,  the  latter  of  round  and  oval  cells.  The  vesical  tumour  was 
called  secondary  because  it  gave  rise  to  no  symptoms  during  life, 
and  was  much  more  cellular  in  structure  than  the  cranial  deposit. 
I  venture  to  think  that  the  case  should  be  read  reversely,  and  there- 
fore I  have  included  this  vesical  tumour  with  the  primary  sarcomata 
of  the  bladder. 

The  next  specimen  is  from  St.  Bartholomew's  Museum  (No.  2428), 
and  consists  of  a  female  bladder  opened  in  front  to  exhibit  a  lai^ 
growth  on  the  trigone,  base,  and  posterior  wall.  Its  surface  is 
coarsely  lobulated  and  covered  with  mucous  membrane.  A  vertical 
section  through  the  specimen  reveals  a  spongy  new  growth,  nearly 
1^  inches  in  thickness,  which  has  raised  up  the  mucous  coat  from 
the  wall  of  the  bladder,  carrying  with  it  the  orifices  of  the  ureters. 
The  muscular  coat  can  be  distinguished  at  the  base  of  the  tumour, 
where  the  growth  has  extended  through  it  and  infiltrated  the 
anterior  aspect  of  the  cervix  uteri.  Both  ureters  are  moderately 
dilated,  the  bladder  is  hypertrophied,  and  its  cavity  is  much  reduced 
in  size  by  this  intra- vesical  tumour.  Histologically  the  growth  is  a 
round-celled  sarcoma. 

The  third  preparation  (Plate  X,  fig.  p)  exhibits  a  large,  lobu- 
lated,  sessile  sarcoma,  which  projects  into  the  cavity  of  the  bladder 
and  has  the  following  relations.  Occupying  the  greater  part  of  the 
vesical  cavity  is  a  firm  spheroidal  tumour,  which  measures  about 
4^  inches  from  above  downwards  and  3  inches  from  side  to  side. 
The  exposed  surface  of  the  tumour  is  coarsely  nodulated,  and  where  it 
has  been  in  constant  contact  with  the  bladder  wall  it  is  quite  smooth. 
But  the  right  side  of  the  tumour  and  its  lower  extremity,  which 
extends  into  the  prostatic  urethra,  are  ragged  from  ulceration — 
probably  the  result  of  exposure  to  the  urine.  On  turning  back  the 
vesical  wall  it  is  found  that  the  mucous  membrane  around  the 
attachment  of  the  growth  is  healthy,  and  that  the  impressions  on 
the  surface  of  the  tumour  are  produced  by  the  pressure  of  the 
hypertrophied  muscular  coat  when  firmly  contracted  upon  the 
upper  end  and  left  side  of  the  tumour.  In  consequence  the  sur&oe 
was  not  exposed  here  to  maceration  by  the  urine.  As  regards  the 
area  of  attachment  of  the  tumour,  the  whole  of  the  trigone  (except 
the  orifice  of  the  right  ureter,  which  is  normal),  the  i)08terior  and 
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left  lateral  walls,  the  neck  of  the  bladder,  and  the  prostatic  iirethra 
as  far  as  the  verumontanum  are  involved — ^an  area  which  measures 
about  3  inches  in  diameter,  and  is  less  than  that  of  the  tumour 
itself,  owing  to  the  superior  and  left  margins  of  the  tumour  over- 
hanging considerably  the  seat  of  attachment. 

The  cut  surface  of  the  tumour  has  a  somewhat  translucent 
appearance,  marked  with  patches  and  lines  of  opaque  yellowish 
material.  Towards  the  base  there  are  several  spaces  apparently 
due  to  softening  of  the  growth,  and  the  subjacent  wall  of  the 
bladder  is  invaded.  Where  the  edge  of  the  timiour  overhangs  the 
wall  the  mucous  membrane  is  ti-aceable  upon  the  tumour  for  a 
short  distance.  On  the  reverse  of  the  preparation  the  end  of  the 
left  ureter  is  displayed.  It  is  much  dilated,  and  its  lumen  is 
entirely  blocked  by  an  extension  of  the  growth  along  it.  The  vasa 
deferentia,  vesicuke  seminales,  and  right  ureter  are  normal. 

The  only  history  that  has  been  preserved  of  this  specimen  states 
that  it  was  removed  from  an  old  man  in  whom  signs  of  the  growth 
had  long  existed.  A  very  hard  tumour  formed  in  the  situation  of 
the  deep  iliac  glands  some  weeks  before  death.  A  section  of  the 
growth  has  been  placed  under  the  microscope,  in  which  it  will  be 
seen  that  the  minute  structure  of  the  neoplasm  is  peculiar. 

The  specimen  has  been  long  preserved  in  the  museimi,  and 
therefore  is  not  in  a  satisfactory  state  for  histological  purposes. 
But  this  much  can  be  made  out:  that  the  growth  is  a  sarcoma 
composed  of  interlacing  bimdles  of  small  spindle-cells ;  that  certain 
parts  of  the  tissue  have  imdergone  a  hyaline  change,  so  that  narrow 
rows  of  nuclei  are  seen  embedded  in  an  abundant  hyaline  matrix, 
and  that  one  or  two  well-defined  nodules  having  the  appearance  of 
cartilage  are  present  in  the  most  cellular  parts  of  the  tumour. 
Hence  it  may  be  concluded  that  the  growth  is  a  sarcoma  imdergoing 
chondrification.  Here  and  there  concentric  bodies  like  the  corpora 
amylacea  of  the  prostate  are  seen. 

B.  The  second  variety,  or  pericystic  sarcoma,  is  the  form  to  which 
I  wish  to  draw  special  attention.  The  growth  begins  in  the  con- 
nective tissue  outside  the  muscular  coat,  beneath  or  perhaps  in  the 
sheath  of  recto- vesical  fascia.  Hence  it  extends  more  or  less  roimd 
the  organ,  forming  a  thick  coating  of  growth,  and  also  infiltrates 
the  muscular  tissue,  ultimately  producing  nodules  of  various  sizes 
beneath  the  mucous  membrane.  In  such  cases  extension  to  the 
lymphatic  glands  along  the  iliac  vessels  and  to  the  adjacent  viscera 
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will  take  place,  and  true  secondary  dei>osits  may  occiir  in  the  lungs 
and  other  organs.  A  good  example  of  this  form  of  sarcoma  is  repre- 
sented in  Plate  X,  fig.  e.  The  preparation  consists  of  the  male 
pelvic  viscera  divided  in  the  median  plane.  The  uppermost  cavity 
is  that  of  the  bladder,  which  is  almost  embedded  in  an  enormous 
mass  of  sarcoma.  The  rectum  is  free,  as  well  as  the  recto- vesical 
pouch  of  peritoneum,  but  beneath  the  serous  covering  of  the 
bladder,  and  outside  the  pelvic  peritoneum  along  the  iliac  vessels 
there  are  large  masses  of  new  growth.  In  the  miiscular  coat  of  the 
oi^an  whitish  nodules  of  var3ring  size  may  be  seen,  some  of  which 
form  small  rounded  elevations  within  the  bladder,  but  are  smoothly 
covered  with  mucous  membrane.  The  prostate  is  but  partially 
recognisable,  as  its  outer  surface  is  blended  with  that  portion  of 
the  growth  which  extends  up  in  front  of  the  bladder.  This 
specimen  was  removed  from  a  man  aged  twenty-seven,  who  was 
admitted  to  Guy's  Hospital  for  weakness  of  the  legs,  partial  intes- 
tinal obstruction,  and  thrombosis  of  the  iliac  veins.  A  growth  was 
felt  in  the  pelvic  cavity,  which  was  at  first  limited  to  that  region, 
but  subsequently  it  extended  upwards  to  a  distance  of  3  inches 
above  the  pubes.  Two  months  before  death  the  first  tuinaiy 
symptom  supervened,  viz.  incontinence  of  urine.  At  the  autopsy 
secondary  deposits  were  found  in  the  skull,  lungs,  and  liver.  The 
rectum  was  compressed  though  not  invaded  by  the  pelvic  growth, 
and  the  kidneys  were  in  a  state  of  advanced  suppuration.  The 
bladder  was  so  embedded  in  the  growth  that  it  formed  a  cavity  the 
size  of  a  hen's  egg,  with  rigid  walls.  None  of  the  pelvic  bones  were 
invaded,  but  the  sacral  plexus  was  compressed.  Microscopically 
the  growth  proved  to  be  a  soft  roimd-celled  sarcoma,  and  from  its 
anatomical  distribution  there  can  be  little  doubt  that  it  began  in 
the  pericystic  cellular  tissue. 

Another  specimen  (3704,  E.C.S.  Mus.)  presents  very  similar  ap- 
pearances. It  consists  of  a  female  bladder  opened  in  front.  The 
greater  part  of  its  wall  has  been  replaced  by  a  soft  round-celled 
sarcoma  which  forms  a  somewhat  oval  tumour,  measuring  5  inches 
in  its  chief  diameter.  On  looking  into  the  bladder  healthy  mucous 
membrane  is  seen  upon  the  left  lateral  wall,  extending  forwards  to 
the  middle  line.  The  whole  of  the  base,  the  posterior  and  ri^t 
lateral  wall  (including  the  apex)  are  covered  with  nodular  projec- 
tions and  ridges  of  growth.  Many  of  these  have  a  smooth 
covering  of  normal  mucous  membrane,  while  some  are  superficiaUy 
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ulcerated  or  are  fungating  into  the  vesical  cavity.  Turning  to  the 
substance  of  the  bladder,  it  will  be  observed  that  the  right  wall  and 
apex  consist  of  a  mass  of  new  growth  fullj  2  inches  in  thickness^ 
which  on  section  shows  a  soft  white  tissue  bounded  internally  by 
the  mucous  membrane,  and  adherent  externally  to  the  anterior 
abdominal  wall  and  the  pelvic  fascia.  It  appears  to  be  traversed  by 
a  few  strands  of  fibres  which  are  probably  the  remnants  of  the 
muscular  coat.  On  the  right  side  of  the  specimen  a  window  has 
been  cut  in  the  thickened  pelvic  fascia  to  display  the  extension  of 
the  growth  from  the  bladder  to  the  adjacent  tissues.  A  part  of  the 
adherent  abdominal  wall  has  been  detached  from  the  front  of  the 
bladder  and  turned  upwards.  Its  deep  surface  is  infiltrated  with 
growth.  The  left  vesical  wall  is  the  least  affected,  but  the  growth 
has  already  extended  into  it  from  behind,  where  it  forms  a  lenticular 
mass  about  one  inch  thick.  On  the  reverse  of  the  preparation  the 
uterus  and  vagina  are  seen  to  be  much  compressed  by  the  tumour, 
but  not  invaded.  The  peritoneum  of  the  utero-vesical  pouch  is 
normal,  but  on  the  posterior  surface  of  the  bladder  the  serous 
membrane  is  raised  by  a  subjacent  lobulated  deposit  of  growth.  A 
section  of  this  surface  has  been  reflected  to  display  the  spongy 
structure  of  the  neoplasm.  The  right  ureter  passed  through  the 
whole  thickness  of  the  growth,  and  emerged  upon  a  rounded  nodule 
of  growth  at  the  trigone.  The  length  of  this  passage  through  the 
tumour  was  nearly  3i  inches,  and  it  was  remarkable  that  in  spite 
of  this  long  distance  through  a  soft  growth  an  ordinary  probe  was 
passed  through  it  without  difficulty.  It  may  be  concluded  that 
there  was  little  or  no  obstruction  to  the  exit  of  urine,  especially  as 
the  canal  above  the  bladder  is  not  dilated ;  and  further  that  the 
wall  of  the  ureter  resisted  invasion  by  the  growth  after  the  manner 
of  large  arteries.  The  left  ureter  is  likewise  patent  and  free, 
though  there  is  a  submucous  deposit  of  growth  around  its  vesical 
termination. 

Lastly,  in  Plate  V,  fig.  a,  is  represented  the  left  half  of  a  bladder 
divided  by  a  median  section,  together  with  a  portion  of  the  penis. 
The  whole  of  the  vesical  wall,  except  a  small  piece  at  the  base,  is 
invaded  by  a  firm  new  growth,  uniform  in  structure.  In  front  it 
has  replaced  the  anterior  wall,  and  reaches  a  thickness  of  34  inches  ; 
while  on  the  posterior  wall  the  growth  forms  lobulated  masses 
projecting  into  the  bladder,  which  are  ulcerated  on  the  surface. 
The  left  ureter  opens  into  what  remains  of  the  vesical  cavity  at  the 
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base.  Histologically  the  growth  is  a  small  round-celled  sarcoma. 
The  patient  was  a  man  aged  sixty-eight.^  His  illness  began  with 
pains  in  the  loins.  Soon  after  his  urine  became  thick  and  tinged 
with  blood.  He  was  several  times  soimded  for  stone  in  the 
bladder.  Death  resulted  from  exhaustion  two  years  after  the 
onset  of  these  symptoms,  and  both  kidneys  were  found  to  be 
dilated.  On  the  external  surface  of  the  viscus  towards  the  apex 
there  was  a  large  mass  of  growth  directly  continuous  with  that 
upon  the  anterior  wall  of  the  bladder.  Though  the  large  size  of 
the  growth  precludes  the  possibility  of  determining  its  exact  origin, 
yet  the  fact  that  more  than  three  quarters  of  the  mass  which  has 
replaced  the  anterior  wall  of  the  viscus  is  actually  external  to  the 
muscular  coat,  and  the  small  amoimt  of  intra-vesical  protrusion 
render  it  practically  certain  that  the  sarcoma  began  in  the  cellular 
tissue  outside  the  muscle  coat  of  the  bladder  rather  than  in  the 
submucous  tissue.  Hence  the  specimen  has  been  grouped  with  the 
pericystic  sarcomata. 

o.  Another  supposed  variety  of  sarcoma  of  the  bladder  has  been 
described  under  the  title  of  villous  sarcoma.  If  the  term  "  villous  " 
as  here  applied  merely  refers  to  papillomatous  outgrowths  from  the 
mucous  membrane  which  covers  the  sarcoma,  then  there  is  no  need 
to  make  a  fresh  class  for  such  tumoxu*s.  The  association  of 
papillomata  with  the  sarcoma  will  in  no  way  influence  the  natural 
course  of  the  malignant  disease.  But  unfortunately  two  other  con- 
ditions have  been  included  in  the  term,  and  thus  an  important 
source  of  error  exists.  One  of  these  consists  of  inflammation  of  a 
fibro-papilloma,  which  is  mistaken  for  a  villous  sarcoma.  Owing  to 
the  abundant  infiltration  of  the  fibrous  stroma  of  these  papillary 
growths  with  roimd  inflammatory  cells  they  become  thickened,  and 
being  closely  packed  they  form  a  firm  globular  tumour,  which  differs 
considerably  in  its  naked-eye  features  from  those  of  the  simple 
sessile  villous  growth.  Microscopically  the  cellular  infiltration  of 
the  pedicle  is  then  regarded  as  a  round-celled  sarcoma.  A  good 
example  of  this  condition  is  preserved  in  Guy's  Hospital  Museum 
(No.  2103^).  The  interior  of  the  hypertrophied  bladder  presents 
an  oval  tumour,  the  size  of  a  hen's  egg,  attached  by  a  very  thick 
pedicle  to  the  mucous  coat  a  little  way  above  the  orifice  of  the  right 
ureter.  The  surface  of  the  tumour,  where  it  is  not  shreddy  from 
ulceration,  has  the  appearance  of  a  catiliflower,  and  a  vertical  section 
1  'Trans.  Path.  Soc.,'  1885,  vol.  xxxvi,  p.  284. 
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througli  the  middle  of  the  growth  exhibits  a  stout  central  stalk 
bearing  thick  villous  processes,  which  are  so  closely  packed  that  the 
tumour  feels  quite  hard.  The  resemblance  in  its  coarse  structure 
to  the  efflorescence  above  mentioned  is  thus  very  close.  The  pre- 
paration has  been  described*  and  frequently  quoted  as  a  "  villous 
sarcoma  of  the  bladder;"  but  microscopical  examination  of  the 
pedicle  and  processes  of  this  timiour  has  convinced  me  that  it  is 
merely  an  inflamed  fibro-papilloma,  and  in  no  sense  a  malignant 
neoplasm.  One  cannot  doubt  but  that  similar  mistakes  have  been 
made.  Thus  the  description  of  the  microscopical  structure  of  the 
"villous  sarcoma,"  recorded  by  Mr.  Eoger  Williams,^  leaves  no 
doubt  in  my  mind  that  the  growth  was  an  inflamed  fibro-papiUoma, 
and  not  sarcomatous  at  all. 

Messrs.  Southam  and  Kailton,^  in  speaking  of  the  so-called  ''  tran- 
sitional "  papillomata  of  Sir  Henry  Thompson,  declare  that  "  the 
connective-tissue  framework  of  such  growths  is  infiltrated  with 
suspicious-looking  cells  in  greater  or  less  abundance,  which  in  the 
early  stages  are  not  to  be  distinguished  from  inflammatory  leuco- 
cytes." Nevertheless,  while  admitting  that  these  features  are  not 
sufficiently  pronounced  to  place  them  confidently  among  the  sarco- 
mata, these  writers  hold  that  such  growths,  in  some  instances  at  all 
events,  undergo  a  complete  transformation  into  sarcoma.  In  proof 
of  this  a  case  is  quoted  in  which  a  typical  fibro-papilloma  was 
removed  by  operation  from  the  bladder  of  a  man  nine  months 
before  death.  At  the  autopsy  a  growth  was  foimd  in  the  bladder 
springing  from  the  site  of  the  original  tumour,  and  this  growth  had 
the  intimate  structure  of  a  sarcoma  though  still  retaining  papillomata 
upon  its  surface.  The  opinion  as  to  its  nature  was  further  sub- 
stantiated by  the  discovery  of  a  small  secondary  deposit  in  the 
sacrum.  A  very  similar  case  has  been  recorded  by  Mr.  Shattock.* 
It  is  beyond  the  scope  of  this  paper  to  discuss  this  point  as  fully  as 
its  importance  deserves ;  but  from  the  examination  of  a  very  large 
number  of  vesical  growths,  removed  by  operation  or  otherwise,  I 
have  come  to  the  conclusion  that  inflammatory  changes  in  vesical 
growths  are  common,  and  sometimes  very  extensive ;  and  further, 
that  the  so-called  transitional  papUlomata  are  either  inflamed  villous 

1  '  Brit.  Mad.  Joarn.,'  1889,  vol.  i,  p.  17. 

*  *  Trans.  Path.  Soc./  vol.  xxziv,  p.  156. 

»  *  Med.  Chron.,'  1889,  vol.  x,  p.  119. 

<  •  Trans.  Path.  Soc.,'  1887,  vol.  xxxviii,  p.  183. 
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growths  on  the  one  hand,  or  they  are  simple  papillomata  springing 
from  the  mucous  surface  of  an  essentially  distinct  sarcoma.  A 
third  possibiUty — namely,  the  secondary  invasion  of  such  simple 
papillomata  by  the  subjacent  sarcoma — must  be  admitted,  but  I 
have  no  evidence  to  bring  forward  in  support  of  it. 

The  term  "  villous  "  has  likewise  been  applied  to  sarcomata  and 
carcinomata  of  the  bladder  whose  surfaces  are  shreddy  and  flocculent 
from  ulceration  and  maceration  of  the  malignant  tissue  in  the 
urine,  whereby  the  softer  parts  of  the  tumour  are  washed  away  and 
the  fibrous  stroma  becomes  exposed.  Such  a  use  of  the  term  is 
most  misleading,  and  should  be  carefully  avoided. 

Sarcoma  of  the  bladder  in  children. — Before  proceeding  to  discuss 
the  classification  of  these  growths  it  is  necessary  to  premise  that 
imder  the  heading  of  sarcoma  are  here  included  all  those  polypoid 
growths  attached  to  the  mucous  coat  of  the  bladder  in  children, 
which  are  described  as  mucous  polypus,  fibro-sarcoma,  fibro-myxoma, 
myxo-sarcoma,  and  the  like.  All  observers  are  agreed  that  the  vast 
majority  of  primary  vesical  growths  in  children  are  of  the  polypoid 
type, — ^that  is,  rounded  elevations  of  the  mucous  coat  with  more  or 
less  constricted  pedicles,  and  arranged  in  clusters.  That  their 
macroscopical  characters  to  some  extent  vary  according  to  their 
histology  will  likewise  be  admitted.  But  the  point  which  I  wish  to 
maintain  is  that  the  minute  structure  of  these  formations  is  of 
subsidiary  importance,  that  pathologically  they  are  best  considered 
as  members  of  one  group,  and  that  clinically  they  have  one  common 
character,  viz.  that  they  are  uniformly  fatal. 

In  thus  grouping  the  primary  connective-tissue  growths  of  the 
child's  bladder  it  is  not  intended  to  imply  that  they  are  all  equaUy 
malignant,  or  that  the  fatal  issue  of  the  disease  is  the  result  of  this 
malignancy.  On  the  contrary,  it  is  well  known  that  death  is  chiefly, 
if  not  entirely,  due  to  urinary  obstruction  and  its  backward  effects 
upon  the  kidneys.  And  as  regards  malignancy,  evidence  may  yet 
be  forthcoming  that  some  of  these  vesical  growths  are  as  benign  as 
the  simple  myxoma  of  the  nose.  In  attempting  to  classify  the 
innocent  tumours  of  the  bladder.  Barling  (loc.  cit.)  admits  the 
difficulty  of  assigning  certain  specimens  to  a  definite  class.  He  places 
the  following  under  the  division  of  innocent  timiours :  papilloma, 
fibroma,  myxoma,  fibro-myxoma,  myoma,  fibro-myoma,  adenoma, 
and  a  few  other  rare  growths.  Excluding  papilloma,  fibroma,  and 
pure  myoma,  none  of  which  have  come  under  my  notice  in  youn^ 
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children,  we  are  left  to  consider  the  myxoma,  the  fibro-myxoma,  and 
the  fibro-myoma.  Now  I  very  much  doubt  the  existence  of  any  vesical 
growth  in  children  which  is  comparable  to  the  simple  myxoma  of 
the  nose.  Myxomatous  tissue  enters  very  largely  into  the  constitu- 
tion of  these  vesical  polypi,  and  indeed  may  be  regarded  as  cha- 
racteristic of  them.  But  that  may  be  attributed  to  the  fact  that 
the  polypi  are  developed  from  young  connective  tissue  which  still 
possesses  some  of  its  embryonic  attributes.  Sarcomata  originating 
from  other  young  connective  tissues  present  the  same  features  ;  for 
example,  retro-peritoneal  sarcomata  in  children,  in  which  the  exist- 
ence of  much  myxomatous  tissue  in  no  way  detracts  from  the 
acknowledged  malignancy  of  this  disease.  Southam  (loc.  cit.),  in 
speaking  of  myxoma  and  fibro-myxoma  of  the  bladder,  remarks  that 
from  a  consideration  of  their  clinical  history  and  course,  and  also 
from  the  fact  that  a  considerable  proportion  of  the  cases  have  occurred 
in  young  subjects,  it  is  probable  that  they  are  really  examples  of 
sarcoma.  The  presence  of  muscle-fibres  in  some  of  these  vesical 
tumours  admits  of  no  doubt,  and  will  be  referred  to  subsequently. 
But  there  is  no  evidence  that  these  elements  in  any  way  modify  the 
essential  nature  of  the  tumour  in  which  they  take  part. 

I  propose  now  to  bring  forward  specimens  of  vesical  tumours  from 
children  in  illustration  of  the  groups  above  described.  If  we  adopt 
the  same  anatomical  classification  as  already  used  for  the  sarcomata 
in  adults,  it  will  be  necessary  to  begin  with  the  metastatic  growths. 
But  there  are  no  examples  of  this  variety  in  my  series. 

Extension  sarcomata, — The  second  class  consists  of  growths  which 
have  extended  into  the  bladder  from  adjacent  viscera  or  tissues,  and 
is  well  represented.  Indeed,  examples  of  this  variety  are  to  be 
f oimd  in  all  large  museimis,  and  it  is  therefore  lumecessary  to  make 
more  than  a  passing  reference  to  them.  The  viscera  which  are 
most  frequently  the  primary  seats  of  the  disease  are  the  prostate 
and  vagina. 

A  good  example  of  the  former  is  here  shown  (No.  4360c  R.C.S. 
Museimi).  There  is  a  rounded  gelatinous  tumour,  3  inches  in 
diameter,  attached  to  the  neck  of  a  child's  bladder,  and  a  collection 
of  polypi  spring  from  the  mucous  membrane  around  the  internal 
meatus  of  the  urethra.  The  prostatic  tumour  is  a  myxo-sarcoma, 
while  the  polypi  are  composed  of  round  and  oval  cells  situated  in 
the  submucous  tissue,  and  covered  with  normal  mucous  membrane.^ 
1  '  Irani.  Path.  Soc.,'  1891,  toI.  xlii,  p.  218. 
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In  the  next  preparation  (No.  2104'*2,  Guy's  Hospital  Miiseum) 
there  is  a  collection  of  polypi  within  the  bladder,  the  largest  of  which 
is  the  size  of  a  walnut,  and  is  attached  by  a  stout  round  pedicle  near 
the  orifice  of  the  right  ureter.  The  neck  of  the  bladder  is  crowded 
with  similar  small  polypi,  one  of  which  has  been  forced  some  dis- 
tance down  the  urethral  canal.  Below  the  prostatic  urethra  and  the 
neck  of  the  bladder  there  is  a  large  solid  tumour  measuring  3 
inches  in  its  chief  diameter.  It  extends  backwards  to  the  line  of 
the  ureters,  and  projects  downwards  as  a  large  oval  mass  towards 
the  rectiun.  It  has  a  gelatinous  and  homogeneous  aspect  on  section, 
though  the  central  portion  has  softened  and  presents  a  small  cavity. 
Below  the  left  ureter  on  the  outside  of  the  bladder  there  is  a  second 
similar  tumour,  the  size  of  a  filbert  nut.  No  portion  of  the  pros- 
tate can  be  discerned.  The  growth  beneath  the  bladder  is  composed 
of  roimd,  oval,  and  spindle-shaped  sarcomatous  cells  in  a  homo- 
geneous matrix ;  it  is  traversed  by  many  vessels,  and  has  areas  of 
mucoid  degeneration  in  it.  The  polypi  within  the  bladder  are 
covered  with  the  vesical  epithelium,  and  consist  of  large  round 
and  oval  cells  in  abundance ;  their  bases  exhibit  strands  of  well- 
developed  fibrous  tissue,  with  many  round  and  spindle-shaped  cells. 

Mr.  D'Arcy  Power,  in  a  paper  on  "  Primary  Sarcoma  of  the 
Vagina  in  Children,"  ^  has  collected  a  valuable  series  of  twenty-six 
cases.  In  at  least  ten  of  these  the  bladder  was  involved  by  infil- 
tration of  its  wall,  and  in  several  instances  there  were  polypoid  pro- 
jections of  the  sarcoma  into  the  cavity  of  the  oi^an,  as  described 
above  in  connection  with  the  prostate.  This  was  notably  the  case 
in  the  preparation  exhibited  by  Mr.  Howard  Marsh  at  this  Society 
in  1874.^  In  the  specimen  of  sarcoma  of  the  vagina  described  on 
p.  169  of  this  volume  the  cavity  and  mucous  membrane  of  the 
bladder  are  not  invaded ;  but  the  vesical  wall  is  adherent  to  the 
front  of  the  sarcomatous  growth,  and  its  infiltration,  therefore,  was 
only  a  question  of  time. 

Primary  sarcomata. — In  the  third  group  of  specimens  are  in- 
cluded the  primary  sarcomata  of  the  bladder  in  children,  and  ihej 
are  the  most  im{>ortant,  both  as  regards  frequency  and  variability 
of  structure. 

The  bladder  represented  in  Plate  X,  fig.  c,  is  of  historical  interest, 
inasmuch  as  it  was  prepared  by  John  Hunter  more  than  a  centuir 

1  *  Sc.  Barth.'e  Hotp.  Rept.,'  vol.  xxxi,  p.  121. 

2  •  Tranf.  Path.  Soc,'  vol.  xxv,  p.  178. 
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Illustrating  Mr.  Targett's  paper  on  "  Sarcomata  of  the  Bladder 
and  their  Classification."     (Page  291.) 

Fig.  a. — Polypoid  sarcoma  of  bladder,  from  aa  infant  aged  dghteen  montha 
(see  p.  806).    Preparation  in  Gay's  Hospital  Masenm. 

Fig.  B.— Rapidly  growing  sarcoma  of  bladder,  from  a  boy  aged  8|  years. 
An  enlarged  lymphatic  gland  is  attached  to  the  back  of  the  bladder  (see  p.  807). 

Fig.  C. — Sarcomatous  polypi  filling  the  bladder  of  a  young  girl,  and  pro* 
trnding  from  the  dilated  nrethra  (see  p.  804). 

Fig.  D. — Sarcomatous  polypi  springing  from  the  base  of  the  bladder  of  a  boy 
aged  2  years.  There  is  a  secondary  deposit  at  the  apex  of  the  organ,  the  centr« 
of  which  has  become  cystic  (see  p.  805). 

Fig.  £. — Pericystic  sarcoma  with  extensive  invasion  of  the  wall  of  the  bladder, 
from  a  man  aged  27  years  (see  p.  298).    Preparation  in  Ouy's  Hospital  Masenm. 

Fig.  F.~Large  sessile  sarcoma  filling  the  bladder  of  an  old  man  (see  p.  296). 

Preparations  represented  in  Figs.  B,  C,  D,  and  F  are  preserved  in  the  Masenm 
of  the  Boyal  Ck)llege  of  Surgeons. 
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DESCEIPnON  OP  PLATE  XI. 

Blustrating  Mr.  Targett's  paper  on  "  Sarcomata  of  the  Bladder 
and  their  Classification.*'     (Page  291.) 

Fio.  A. — Bladder  of  child  everted  to  show  two  polypoid  sarcomatous  growths. 
The  orifices  of  the  ureters  are  indicated  by  glass  rods  (see  p.  807). 

Fig.  B. — Bladder  of  a  boy  aged  14.  The  whole  of  the  macous  surface  is 
covered  with  polypoid  growths,  except  a  narrow  strip  at  the  apex,  which  it  of  a 
lighter  tint  (see  p.  808). 

These  preparations  are  preserved  in  Guy's  Hospital  Museum. 
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ago,  and  forms  the  subject  of  a  plate  in  Dr.  Matthew  Baillie's 
classical  work,  '  Illustrations  of  Morbid  Anatomy/  published  in 
1799.  The  interior  of  the  viscus  is  almost  filled  with  a  lobulated 
new  growth,  made  up  of  closely  packed  pedunculated  polypi.  Some 
of  these  springing  from  the  neck  of  the  bladder  have  enormously 
dilated  the  xirethra,  and  protrude  from  the  external  meatus.  The 
organs  are  obviously  those  of  a  young  girl,  but  no  clinical  history 
has  been  preserved. 

On  microscopical  examination  it  is  found  that  the  section  is  com- 
posed of  narrow  bundles  of  closely  packed  spindle-shaped  cells,  cut 
in  various  planes.  The  bundles  are  only  three  or  four  cells  wide, 
and  these  cells  are  remarkable  for  their  great  length  and  tenuity. 
Their  nuclei  are  long  and  rod-shaped.  Thus  a  close  resemblance  to 
muscle-fibres  exists,  and  this  is  strengthened  by  the  fact  that  in 
certain  parts  an  imperfect  transverse  striation  can  be  recognised  in 
the  cells.  These  bundles  are  held  together  by  a  loose  matrix  of 
richly  nucleated  tissue,  the  nuclei  being  chiefly  round  or  oval  in 
shape.  In  some  places  there  are  a  considerable  number  of  multi- 
nucleated masses,  which  are  clearly  giant-cells,  and  not  transverse 
sections  of  the  closely  packed  bundles  above  mentioned.  In  spite 
of  the  great  age  of  the  specimen,  the  sections  stained  very  satis- 
factorily. 

In  the  next  preparation  (Plate  X,  fig.  d)  the  growths  have 
assumed  a  remarkably  similar  polypoid  appearance.  They  also 
protrude  into  the  urethral  canal,  but  obviously  cannot  dilate  it  to 
the  same  extent  as  in  the  female  bladder  just  described.  Hence 
urinary  obstruction  and  its  sequelsB  are  proportionately  greater  in  boys 
than  girls,  while  vesical  irritability  and  the  straining  excited  by  the 
extrusion  of  polypi  from  the  urethra  are  more  marked  in  girls.  It 
is  worth  noting  that  in  the  latter  sex  polypi  extruded  from  the 
urethra  appear  in  the  vulva  as  a  deep  red  lobulated  tumour,  which 
may  be  ulcerated  and  sloughy  on  the  surface.  A  prolapsed  ureter 
in  the  female  may  closely  resemble  such  a  tumour,  and  there  are 
cases  on  record  in  which  a  portion  of  the  ureter  has  been  ligatured 
and  excised  imder  the  impression  that  it  was  a  polypus  of  the 
bladder. 

Another  interesting  feature  in  this  preparation  (Plate  X,  fig.  d) 
is  the  occurrence  of  a  separate  deposit  of  growth  at  the  apex  of  the 
bladder  outside  the  muscular  coat.  In  the  photograph  the  deposit 
is  represented  in  section,  and  the  centre  of  the  growth  is  marked 
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bj  a  small  cavitj  due  to  mucoid  degeneration.  Microscopical 
examination  of  the  polypi  shows  that  thej  are  composed  of  long 
spindle-shaped  elements  forming  a  dense  tissue  beneath  the  epi- 
thelium of  the  mucous  coat.  The  cells  are  not  arranged  in  definite 
bundles,  but  cross  one  another  in  various  directions,  and  are 
mingled  with  curly,  probably  elastic  fibres.  Passing  outwards  from 
the  epithelial  surface  the  tissue  becomes  looser,  and  there  is  a  con- 
siderable amount  of  granular  matrix,  with  many  round  and  oval 
nuclei  scattered  through  it.  In  some  of  the  long  spindle-cells  a 
transverse  striation  can  be  recognised  as  in  the  preceding  specimen, 
but  owing  to  its  age  the  microscopical  features  are  not  so  distinct 
as  one  would  wish.  The  occurrence  of  striped  cells  in  many  sarco- 
mata of  the  kidney  in  children  is  well  known,  and  they  are  fr^uently 
present  in  other  congenital  sarcomata  of  infants,  as  well  as  of  the 
foetus.  In  all  these  situations  the  striped  cells  probably  represent 
a  metaplastic  change  of  the  better  developed  sarcomatous  cells. 

The  nodule  at  the  apex  of  the  bladder  is  more  cellidar  than  the 
polypi.  It  is  composed  largely  of  interlacing  bundles  of  spindle- 
shaped  cells,  with  areas  of  myxomatous  tissue. 

This  case  is  recorded  by  Mr.  John  Greene  Crosse  in  his  classical 
'Treatise  on  Calculus'  (1835),  and  the  specimen  is  engraved  in 
Plate  XX,  fig.  2,  of  that  work.  The  patient  was  a  boy  aged  two 
years,  whose  illness  began  about  six  months  previously  with  frequent 
micturition  and  dysuria.  The  straining  on  micturition  became 
very  violent  and  painful,  and  he  was  repeatedly  sounded  for  vesical 
calculus.  No  haematuria.  Perinseal  section  was  eventually  per- 
formed, and  many  gelatinous  polypi  were  excised.  The  child  died 
forty-four  hours  after  the  operation. 

Autopsy, — ^Ureters  and  pelves  of  kidneys  much  dilated ;  bladder 
hypertrophied ;  at  its  fundus  there  was  a  firm  rounded  mass, 
external  to  the  muscular  coat  and  covered  by  peritoneum.  The 
mucous  coat  was  thickened  and  gelatinous,  and  had  still  many  poly- 
poid tumours  attached  to  it.  These  tumours  were  all  covered  with 
mucous  membrane.     Other  viscera  normal. 

Sometimes  these  growths  do  not  form  multiple  pedimculated  or 
sessile  polypi,  but  give  rise  to  one  or  two  finger-like  processes  of 
considerable  length,  which  when  crumpled  up  in  the  bladder  seem  to 
fill  its  cavity.  If  the  viscus  be  everted,  they  are  found  to  have  a 
small  well-defined  area  of  attachment.  In  Plate  X,  fig.  a,  the 
bladder  has  been  opened  in  front,  and  presents  a  single  polypoid 
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tumour,  2^  inches  in  length,  which  has  a  constricted  attachment  to 
the  left  side  of  the  neck.  Around  the  base  of  the  tumour  may  be 
seen  a  flattened,  crescentic  extension  of  the  growth  between  the 
mucous  and  muscular  coats,  which  has  crossed  the  anterior  wall, 
and  formed  a  collar  round  the  neck  of  the  bladder,  and  extends  a 
short  distance  down  the  urethra.  All  other  parts  of  the  bladder, 
including  the  trigone,  are  healthy.  Histologically  the  tumour  is 
very  cellular,  being  chiefly  composed  of  round  and  oat-shaped  sar- 
comatous cells,  and  is  traversed  by  many  thin-walled  vessels. 
There  is  also  evidence  of  commencing  invasion  of  the  muscular  coat, 
the  growth  having  originated  in  the  submucQUs  tissue.  In  some 
parts  of  the  section  the  tissue  is  myxomatous. 

The  history  states  that  the  bladder  was  removed  from  a  male 
infant  eighteen  months  old.  The  symptoms  were  those  of  stone  in 
the  bladder,  and  had  existed  some  months.  Death  was  due  to 
euppxirative  nephritis. 

A  similar  specimen  is  represented  in  Plate  XI,  fig.  a,  in  which 
the  cavity  of  the  bladder  when  laid  open  was  found  to  be  entirely 
filled  with  growth,  apparently  springing  from  the  whole  extent 
of  the  mucous  membrane.  But  on  everting  the  viscus,  as  in  the 
photograph,  it  became  evident  that  there  were  only  two  finger- 
like processes,  from  3  to  4  inches  in  length,  which  sprang  from 
the  fundus  and  right  lateral  wall  of  the  bladder.  They  had  a 
common  origin  from  a  rounded  area  not  more  than  2  inches  in 
diameter,  and  the  remainder  of  the  bladder  was  quite  free  from 
growth.  The  extremities  of  these  processes  were  ragged  from 
maceration  in  the  urine  and  sloughing,  but  their  bases  were 
covered  with  normal  mucous  membrane.  Histologically  the  growth 
was  composed  of  long  spindle-shaped  cells  arranged  in  interlacing 
bundles.  As  in  the  last  specimen,  it  originated  from  the  sub- 
mucous tissue,  but  there  was  no  evidence  here  of  invasion  of  the 
muscular  coat. 

In  the  next  example  the  sarcoma  was  of  more  rapid  formation, 
and  has  not  assumed  the  polypoid  shape.     (Plate  X,  fig.  b.) 

The  bladder  has  been  freely  laid  open,  and  presents  a  lobulated 
fungating  mass  of  growth  which  has  involved  the  greater  part  of 
the  mucous  surface.  The  growing  edge  of  the  mass  has  a  smooth 
covering  of  mucous  membrane,  but  in  other  parts  the  tumour  is 
much  ulcerated.    An  enlarged  lymphatic  gland  hangs  from  the 
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back  of  the  bladder.     Histologically  the  tumour  is  composed  of 
round  and  oral  cells. 

The  following  notes  of  the  case  were  kindly  given  me  by  Mr. 
Edmund  Owen : — Boy,  aged  three  and  a  half  years,  admitted  to  a 
hospital  with  incontinence  of  urine  and  great  pain.  The  bladder 
was  distended  above  the  umbilicus,  and  after  a  large  quantity  of 
urine  had  been  drawn  off  a  hard  rounded  mass  was  felt  in  the 
hypogastric  region,  occupjdng  the  position  of  the  bladder.  His 
illness  began  two  and  a  half  months  previously  with  pain  on 
micturition,  and  he  preferred  to  pass  water  lying  down.  Supra- 
pubic cystotomy  wp/S  performed,  and  as  the  growth  could  not  be 
removed,  the  bladder  was  drained.  A  few  hours  later  a  portion  of 
the  growth  protruded  through  the  wound  and  had  to  be  excised. 
From  that  time  till  death  fresh  lobules  of  growth  continued  to  pro- 
trude from  the  wound,  and  were  removed  or  sloughed  off.  Death 
occurred  five  weeks  after  admission.  At  the  autopsy  secondary 
deposits  were  found  in  some  of  the  lymphatic  glands  of  the  pelvis, 
but  the  remaining  viscera  (except  the  bladder)  were  normal. 

The  modes  of  extension  of  growth  incidentally  alluded  to  in  the 
preceding  specimens  are  (a)  in  the  substance  of  the  mucous  coat, 
(h)  into  the  muscular  tissue  of  the  vesical  wall,  (c)  as  secondair 
deposits  in  the  cellular  tissue  outside  the  wall  of  the  bladder,  and 
(d)  as  deposits  in  neighbouring  lymphatic  glands.  A  remarkable 
illustration  of  the  first  of  these  modes  of  extension  is  seen  in 
Plate  XI,  fig.  B.  The  specimen  consists  of  the  bladder  of  a  boy 
about  fourteen  years  of  age,  whose  symptoms  were  referred  to 
vesical  calculus.  The  trigone  and  base  of  the  bladder  are  covered 
with  masses  of  pyrif  orm  polypi  like  those  already  described.  Some 
of  these  are  arranged  in  bunches  like  grapes,  having  very  thin 
cord-like  pedicles;  others  are  nearly  sessile.  One  tongue-shaped 
polypus  projects  into  the  urethra.  The  whole  of  the  mucous 
membrane  with  the  exception  of  a  small  area  at  the  fundus  is 
affected  in  a  peculiar  manner,  being  remarkably  thickened  uid 
rugose ;  this  condition  passes  through  all  stages  into  the  polypi 
above  described.  The  junction  of  this  greatly  thickened  mucous 
membrane  with  the  normal  lining  of  the  bladder  is  marked  by  a 
very  definite  line  crossing  the  specimen,  and  there  is  a  sharp  con- 
trast in  colour,  the  healthy  mucosa  being  smooth  and  white.  The 
bladder  is  dilated  and  hypertrophied,  the  fasciculation  being 
evident  at  the  fundus.      Both  orifices   of  the  ureters  are  sur- 
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rounded  with  growth,  but  the  right  ia  actuaUj  situated  on  the 
summit  of  a  polypus.  At  the  back  of  the  specimen  are  two  large 
cjsts.  One  of  these  opens  on  the  left  of  the  yerumontanum,  and 
seems  to  be  an  enormous  dilatation  of  the  prostatic  ducts.  The 
other  cyst  is  very  similar  in  appearance,  but  is  due  to  a  sacculation 
of  the  extra-muscular  termination  of  the  right  ureter.  It  has  two 
openings  into  it,  one  is  the  end  of  the  abdominal  portion,  and  the 
other  leads  into  the  bladder;  these  orifices  are  separated  by  an 
interval  of  half  an  inch. 

Histologically  the  thickened  mucous  coat  in  no  way  differs  from 
the  polypi.  Both  are  composed  of  myxomatous  tissue  and  of 
round  and  spindle-shaped  cells,  the  latter  arranged  in  interlacing 
bundles.  The  growth  is  entirely  limited  to  the  submucous  tissue* 
the  wavy  elastic  fibres  of  which  form  a  distinct  separation  between 
it  and  the  subjacent  muscular  coat. 

This  tendency  of  the  vesical  growths  to  spread  along  the  sub- 
mucous tissue  constitutes  an  important  distinction  between  them 
and  the  simple  gelatinous  polypi  of  the  nasal  mucous  membrane. 
No  doubt  many  of  the  polypi  from  this  particular  bladder  are 
almost  indistinguishable  microscopically  (except  for  their  epithelial 
coTering)  from  the  nasal  mucous  polypus.  But  the  malignant 
trait  in  their  character  is  exhibited  by  the  tendency  of  the  neoplasm 
as  a  whole  to  invade  the  tissues  surrounding  its  base,  even  though 
it  does  not  infiltrate  the  muscle  substance.  Where  that  occurs  the 
question  of  malignancy  is  not  in  doubt.  Hence  the  opinion  which 
I  would  venture  to  express,  as  to  the  nature  of  the  mucous  polypi 
of  the  bladder,  is  that  all  grades  of  malignancy  will  be  found  in 
them,  and  that  the  class  of  apparently  simple  vesical  polypi  passes 
insensibly  into  a  group  of  tumours  having  some  evidences  of  malig- 
nancy, and  these  again  into  another  series,  in  which  we  meet  with 
more  or  less  rapid  extension  and  even  secondary  deposits. 

The  low  degree  of  malignancy  of  some  of  the  connective-tissue 
tumours  of  the  bladder  in  childhood  is  exemplified  by  the  history  of 
this  specimen  (No.  2104^,  Guy's  Hospital  Museum).  The  bladder 
has  been  laid  open  in  front,  and  exhibits  a  sessile  shaggy  tumour 
the  size  of  a  walnut,  springing  from  the  mucous  coat  of  the  right 
lateral  wall,  some  distance  away  from  the  orifice  of  the  right  ureter. 
The  base  of  the  tumour  is  smooth  and  covered  with  mucous  mem- 
brane, but  the  summit  is  frayed  from  ulceration.  A  vertical  section 
shows  solid  growth  extending  into  the  loose  tissue  beneath  the 
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mucouB  membrane,  but  there  is  no  invasion  of  the  muscular  coat, 
and  the  mass  moves  tolerably  well  over  it.  The  bladder  is  other- 
wise normal  and  the  ureters  free.  Microscopical  sections  of  the 
specimen  included  the  tumour,  the  submucosa,  and  the  muscular 
coat.  The  new  growth,  which  is  very  compact  and  firm,  springs 
from  the  superficial  part  of  the  submucosa,  a  layer  of  fibrous  tissue 
being  left  between  the  growth  and  the  subjacent  muscle.  The 
neoplasm  itself  is  composed  of  large  spindle-shaped  cells  with  well- 
defined  nuclei,  arranged  in  interlacing  bundles,  and  consequently 
cut  in  various  planes.  There  are  no  villi  on  the  surface.  Though 
the  specimen  is  not  in  a  good  state  of  preservation,  yet  the  histo- 
logical appearances  are  more  like  those  of  a  spindle-celled  sarcoma 
than  a  fibroma.  The  clinical  history  of  the  case  is  interesting. 
The  patient  was  a  man  aged  thirty-four,  who  died  of  ansemia.  He 
had  suffered  from  recurrent  attacks  of  hematuria  for  twenty-two 
years, — that  is  to  say,  from  boyhood.  As  no  other  cause  of  the 
hsematuria  was  found,  the  question  arises  whether  the  tumour 
could  have  existed  twenty-two  years.  K  this  be  admitted,  then  the 
growth  must  be  classed  with  those  of  children,  and  marked  as  a 
very  exceptional  instance  of  persistence  far  into  adult  life,  and 
as  exhibiting  the  lowest  degree  of  malignancy.  No  doubt  the  fact 
that  it  did  not  interfere  with  the  orifices  of  the  ureters  explains  the 
freedom  from  consecutive  nephritis,  which,  as  already  stated,  is 
the  most  potent  influence  in  producing  the  high  mortality  of 
tumours  of  the  bladder  in  children. 

Of  the  pericystic  variety  of  sarcoma  in  children  I  have  little  to 
say;  nothing  comparable  to  the  specimens  already  described  in 
adults  has  come  under  my  notice.  But  there  is  good  evidence  that 
the  cellular  tissue  in  front  of  the  bladder  is  capable  of  producing 
large  myxo-sarcomata.  A  portion  of  such  a  tumour  was  kindly  sent 
me  by  Mr.  Pridgin  Teale,  and  I  am  much  indebted  to  him  for  notes 
of  the  case.  A  girl,  aged  7,  fell  in  crossing  a  stile,  and  struck  the 
lower  part  of  the  abdomen.  A  few  days  later  the  mother  noticed  a 
swelling  there,  and  when  the  child  came  under  medical  observation 
a  fortnight  after  the  fall,  there  was  a  tumour  the  size  of  a  cocoa- 
nut  in  the  hypogastric  region,  rather  to  the  right  of  the  median 
line.  Laparotomy  was  performed,  and  a  very  soft  growth  found 
between  the  abdominal  muscles  in  front  and  the  peritoneum  and 
bladder  behind.    It  was  extremely  vascular,  and  could  not  be  corn- 
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pletelj  removed.  The  child  died  six  weeks  later  with  signs  of 
rapid  extension. 

Microscopical  examination  of  the  growth  reveals  a  very  vascular 
mjxo-sarcoma.  The  mucoid  portions  are  arranged  in  strands  or 
rounded  areas,  and  on  the  whole  the  change  is  most  marked  in  the 
vicinity  of  the  vessels. 

This  specimen  (No.  417b,  E.C.S.  Museimi)  in  many  respects 
resembles  the  preceding.  It  was  taken  from  a  child  aged  one  year 
and  four  months,  whose  abdomen  was  much  distended,  measuring 
21  inches  in  circumference  at  the  umbilicus.  The  abdominal  en- 
largement had  been  noticed  for  ten  months,  and  there  were  signs 
of  a  large  sob'd  tumour  occupying  the  front  of  the  abdomen.  At 
the  autopsy  a  large  oval  tumour,  5^  inches  in  length,  was  found 
attached  to  the  fundus  of  the  bladder,  and  connected  by  soft  adhe- 
sions to  the  back  of  the  abdominal  wall,  lying  between  the  muscles 
and  the  peritoneum.  The  pericystic  connective  tissue  was  directly 
continuous  with  that  covering  the  tumour. 

On  section  the  growth  Vas  soft,  gelatinous,  and  of  a  whitish 
colour  mottled  with  dark  red.  Histologically  it  was  a  myxo- 
sarcoma with  large  tracts  of  mucoid  degeneration,  and  some  extra- 
vasations of  blood:    No  secondary  growths  were  found. 

In  conclusion,  it  is  perhaps  hardly  necessary  to  point  out  that  as 
in  neither  of  these  cases  was  the  bladder  invaded  by  the  growth,  so 
must  they  not  be  included  in  the  term  pericystic,  in  the  sense  in 
which  it  has  been  employed  here  when  speaking  of  the  sarcomata 
of  the  adult.  November  l^th,  1895. 
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X.  MISCELLANEOUS  COMMUNICATIONS. 
1.  Acuie  nephritis  due  to  oxalic  acid  poisoning. 

By  W.  Halb  White,  M.D. 

So  few  authors  aUude  to  nephritis  as  a  result  of  oxalic  add 
poisoning  that  I  thought  the  two  following  cases  worthy  of 
record.  The  first  was  fatal,  apparently  from  ureemia,  six  days  after 
the  acid  had  been  swallowed.  The  poBt-mortem  examination 
revealed  acute  tubal  nephritis,  with  oxalic  acid  crystals  in  the 
kidney.  Neither  patient  showed  any  oedema,  a  high  tension  pnbe, 
or  hfiematuria,  nor  did  they  complain  of  pain  in  the  loins,  although 
this  might  have  been  obscured  by  the  general  abdominal  pains. 
The  symptoms  appear  to  be  scanty  urine — ^the  fatal  case  had  almost 
complete  suppression — and  albuminuria.  The  urine  contained 
granular  and  epithelial  casts,  together  with  calcium  oxalate  crystals. 
The  crystals  and  the  albimien  were  found  in  both  cases  in  the  first 
specimen  of  urine  obtained  after  swallowing  the  acid.  In  the  case 
which  recovered,  the  crystals  disappeared  from  the  urine  in  twenty- 
four  hours,  the  albumen  persisted  four  days,  and  the  casts  for  about 
a  week.  The  quantity  of  urine,  after  being  scanty,  gradually 
increased,  until  on  the  fifth,  sixth,  seventh,  and  eighth  days  from 
swallowing  the  acid  much  more  than  normal  was  passed,  and  it 
was  pale  and  of  low  specific  gravity.  Seven  days  after  taking  the 
poison  this  patient  passed  a  quantity  of  phosphates  in  his  urine, 
and  after  this  he  often  passed  a  considerable  quantity  of  uric  add. 
In  the  fatal  case  the  albumen  and  the  oxalate  crystals  remained  in 
the  urine  till  the  end,  and  the  amount  of  urine  passed  in  twenty- 
four  hours  varied  between  a  drachm  and  4  oz. 

Drmlop,^  in  a  most  exhaustive  article  on  the  excretion  of  oxalic 

acid  in  the  urine,  refers  the  pains  felt  in  the  lumbar  region  by 

persons  suffering  from  oxaluria  to  the  passage  of  crystals  along  the 

pelvis  of  the  kidneys  and  the  ureters,  but  he  does  not  describe  cases 

^  '  Joorn.  Path,  and  Bucteriol.,'  Edinburgh  and  London,  vol.  iii,  p.  389. 
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of  oxalic  poisoning  in  the  human  subject.  Dr.  Stevenson  has 
kindly  called  mj  attention  to  the  fact  that  in  Maschkas's  ^  **  Hand- 
book of  Forensic  Medicine  "  it  is  stated  that  in  both  acute  and 
chronic  oxalic  acid  poisoning  the  crystals  of  calcium  oxalate  may  be 
seen  in  the  kidneys,  and  that  nephritis  too  may  be  present ;  and  also 
to  the  fact  that  Wynter  Blyth,^  quoting  from  Kobert  and  Kussner,* 
says  that  "when  oxalate  of  soda  was  injected  into  animals  the 
kidneys  were  dark,  full  of  bloody  .  .  .  and  there  is  observed 
in  the  cortical  substance  a  fine  striping,  corresponding  to  the  cana- 
liculi ;     ....    it  is  due  to  a  deposition  of  oxalate  of  lime :  no 

crystals  are  met  with  in  the  glomerules The  urine  was 

always  albuminous,  ....  hyaline  casts  and  deposits  of  oxa- 
lates never  failed."  Wynter  Blyth  goes  on  to  say  that  in  man  also 
the  white  zone  may  be  seen  in  the  kidneys,  which  are  congested 
and  rich  in  oxalates. 

The  following  are  brief  notes  of  my  two  cases : 

Case  1. — ^Alfred  C — ,  aged  58,  a  bootmaker,  was  admitted  into 
Guy's  Hospital  on  January  13th,  1896.  For  some  time  past  work 
has  been  very  uncertain,  he  has  taken  too  much  alcohol,  and  has 
been  very  depressed  in  his  mind.  This  morning  at  noon  he  took 
an  ounce  of  oxalic  acid  crystals  in  a  cup  of  coffee ;  almost  at  once 
he  felt  a  burning  pain  in  his  throat  and  the  upper  part  of  the  abdo- 
men, he  vomited  several  times,  and  the  pain  became  so  great  that 
he  was  unable  to  stand.  He  was  at  once  brought  to  the  hospital, 
twenty  minutes  after  he  had  taken  the  poison,  but  he  was  sick 
many  times  on  the  way. 

On  admisBion, — Mr.  C.  D.  Edwards,  to  whom  I  am  indebted  for 
the  report  of  the  case,  noticed  that  the  patient  was  cold  and 
collapsed;  his  face  was  of  an  ashen  colour ;  he  was  cold  and  clammy, 
the  breathing  was  gasping,  the  pulse  could  hardly  be  felt  at  the 
wrist.  The  tongue  was  swollen  and  red,  the  mucous  membrane 
over  the  front  of  the  organ  was  quite  smooth,  the  papillse  having 
disappeared ;  the  fauces  and  palate  were  hypersemic.  The  patient 
frequently  retched  and  often  vomited.  The  vomit  was  strongly 
acid,  and  gave  a  precipitate  with  calcium  chloride,  which  was 

1  MaMhkat,  'HftDdbnc)i  d.  GerichU.  Med.,'  Bd.  ii,  1. 117. 
a  Wjnter  Blyth,  *  Poitont,'  8rd  edit.,  p.  517. 

•  Kobert  u.  Kusiner,  •'  Exp.  Wirkangen  der  Ozals&are,"  '  Virchow'f  Archiv,' 
Bd.  IxzTii,  t.  200. 
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insoluble  in  acetic  acid,  but  was  soluble  in  hydrochloric  add.  No 
blood  was  present. 

The  stomach  was  at  once  washed  out,  and  then  4  oz.  of  Mistura 
CretfiB  were  introduced  into  it.  Brandy  and  ether  were  injected 
subcutaneously,  he  was  wrapped  up  in  hot  blankets,  and  hot  bottles 
were  applied  to  the  feet.  The  pulse  soon  improved,  and  the  respi- 
rations became  more  r^ular.  For  some  time  he  was  extremely  cold 
(temp.  96*^)  and  clammy,  he  was  troubled  with  frequent  retching, 
and  complained  of  pain  radiating  over  the  abdomen,  and  of  cramps 
in  the  feet  and  hands,  but  all  these  symptoms  soon  improved. 
Shortly  after  his  admission  he  passed  a  little  urine  into  his  bed, 
and  he  passed  no  more  for  twelve  hours,  and  then  only  a  drachm. 
This  contained  a  quantity  of  albumen,  and  no  blood,  but  there  were 
a  number  of  small  irregularly-shaped  crystals,  which  disappeared 
on  the  addition  of  nitric  acid.  The  bowels  were  well  opened  soon 
after  admission ;  the  motion  contained  no  blood.  Examination  of 
his  blood  showed  marked  leucocytosis,  and  while  normal  blood 
coagulated  in  six  minutes,  that  from  this  patient  did  not  coagulate 
until  sixteen  minutes.  As  the  day  wore  on  he  improved  in  all 
respects. 

January  14th. — The  patient  seemed  in  all  respects  better,  but  he 
has  only  passed  a  drachm  of  urine.  This  contained  much  albumen 
and  a  few  granular  casts,  but  no  blood.  His  bladder  was  empty  ;  he 
was  dry-cupped  this  evening;  his  bowels  have  been  opened  three 
times. 

15th. — Again  only  a  drachm  of  urine  has  been  passed  in  twenty- 
four  hours.  It  contains  much  albumen.  He  was  dry-cupped  over 
the  loins. 

16th. — To-day  the  total  urine  passed  is  4  drachms.  It  containB 
albumen,  a  few  casts,  and  a  quantity  of  small  crystals  which  dissolve 
on  the  addition  of  nitric  acid.  He  takes  his  food  well,  and  has  no 
headache.  He  was  given  a  hot  bath  this  morning,  and  sweated 
profusely  after  it. 

17th. — ^During  the  last  twenty-four  hours  an  ounce  of  urine  has 
been  passed.  It  contains  no  blood,  but  is  highly  albuminous,  and 
under  the  microscope  shows  several  small  crystals,  some  of  which 
are  typical  calcium  oxalate.  He  was  again  dry-cupped,  and  had 
poultices  applied  to  the  loins. 

18th. — The  patient  still  appears  well,  but  he  has  only  passed 
2  oz.  of  urine,  albuminous,  and  containing  calcium  oxalate  ciystaU. 
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There  is  considerable  tendency  to  constipation,  so  liis  bowels  haye 
been  kept  well  open  with  sulphate  of  magnesium  or  compound  jalap 
powder. 

19th. — ^He  Yomited  once  last  night,  and  again  this  morning ;  he 
has  some  difficulty  in  moving,  and  says  he  feels  very  ill.  His 
respirations  are  twenty-four  to  the  minute,  and  the  pulse  is  a  little 
hard  ;  but  there  are  no  twitchings  and  there  is  no  oedema.  He  says 
he  has  no  headache,  but  that  he  feels  very  helpless.  He  has  passed 
4  oz.  of  urine  during  the  last  twenty-four  hours.  It  is  albu- 
minous, and  contains  crystals.  He  lies  on  his  back,  and  says  he 
cannot  move  either  his  upper  or  his  lower  extremities,  except  he 
can  flex  or  extend  his  fingers.  He  can  move  his  head  freely,  and  has 
perfect  control  over  his  facial  muscles  and  sphincters ;  his  pupils 
are  equal,  and  react  to  light  and  accommodation,  but  no  other 
reflexes  except  the  left  plantar  could  be  obtained.  He  is  quite 
rational,  and  occasionally  retches. 

He  died  suddenly  this  afternoon,  while  talking  to  his  wife.  He 
was  rational  up  to  the  last,  and  was  talking  when  he  died.  The 
pulse  and  respiration  ceased  simultaneously.  He  was  covered 
with  a  cold  sweat,  but  had  no  twitchings  and  no  convulsions. 

At  the  post-mortem  examination  the  usual  signs  of  recent  oxalic 
acid  poisoning  were  found  at  the  lower  part  of  the  oesophagus 
and  in  the  stomach.  The  kidneys  weighed  15  oz. ;  they  were 
enlarged,  swollen,  and  of  a  dark  red  colour,  and  very  full  of  blood. 
The  capsules  stripped  off  easily.  A  few  faint  whitish  streaks  could 
be  seen  in  the  pyramids  of  the  kidneys.  Histologically  they  were 
found  to  be  in  a  typical  condition  of  early  acute  tubal  nephritis, 
the  epithelium  of  the  convoluted  tubes  being  grauular,  swollen,  and 
indistinct  in  outline ;  there  was  no  appreciable  interstitial  change, 
and  the  glomeruli  were  not  much  affected ;  the  vessels  were  con- 
siderably dilated,  and  several  little  clumps  of  oxalate  crystals  were 
seen  lying  in  the  tubes. 

Case  2. — Charles  H.  G — ,  aet.  42,  was  admitted  into  Guy's  Hos- 
pital January  19th,  1896.  The  patient  swallowed  a  pennyworth  of 
oxalic  acid  in  some  beer.  He  was  given  an  emetic  of  mustard  and 
water,  and  then  brought  to  the  hospital,  where  he  arrived  within 
half  an  hour  of  taking  the  acid. 

On  admisnon. — The  tongue  was  very  red ;  the  patient  was  much 
collapsed,  and  vomited  frequently.    He  was  treated  in  the  usual 
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wajy  and  the  symptoms  of  gastro-intestinal  irritatioii  had  disap- 
peared in  twenty-fonr  hours.  The  first  urine  obtained  soon  after 
admission  contained  some  albumen. 

January  2Qth. — ^Urine  acid,  sp.  gr.  1018.  There  is  a  whitish 
deposit,  which  is  foimd  to  consist  of  large,  well-formed  crystals  of 
calcium  oxalate.    The  tirine  contains  albumen  but  no  casts. 

21st. — Only  12  oz.  of  urine  were  passed  in  the  last  twenty-four 
hours.  The  albumen  is  less;  theW  are  no  oxalate  crystab, but 
plenty  of  grantdar  casts. 

22nd. — Fourteen  oimces  of  urine  of  the  same  character  as  yester- 
day were  passed  to-day ;  sp.  gr.  1010. 

23rd. — TJrine,  34  oz.,  still  a  trace  of  albumen.  Plenty  of  epi- 
thelial and  granular  casts ;  no  oxalate  crystals. 

24th. — TJrine,  96  oz. ;  to-day  for  the  first  time  it  contained  no 
albumen.    Faintly  add,  1010. 

25th. — Urine,  104  oz.,  neutral,  1012,  no  albumen,  and  only  one 
or  two  casts. 

26th. — ^TJrine,  72  oz.,  pale,  sp.  gr.  1012,  no  albumen,  one  or  two 
granular  casts,  deposit  of  phosphates. 

27tlL — TJrine,  74  oz.,  other  characters  as  yesterday. 

28th. — TJrine,  36  oz.,  still  one  or  two  casts ;  there  is  a  typical 
cayenne-pepper  deposit  of  uric  acid  crystals. 

From  this  time  the  patient  did  well ;  there  was  often  a  deposit  of 
uric  acid.  The  quantity  of  urine  passed  was  normal,  except  on 
January  30th,  when  84  oz.  were  voided.  He  was  discharged 
February  4th.  March  17th,  1896. 


2.  Notes  on  the  occurrence  of  large  quantities  of  hamato- 
porphyrin  in  the  urine  of  patients  taking  sulphonal. 

By  Abchibaxd  E.  Gabbod,  M.D.,  and  F.  Gowland  Hopkins,  ILR. 

MANY  cases  have  recently  been  recorded  in  which  urine  of  a  deep 
red  colour  has  been  passed,  which  has  proved  on  examination 
to  be  free  from  tmaltered  blood-pigment,  but  to  contain  large 
quantities  of  an  iron-free  derivative  of  hsemoglobin,  namely,  lusma- 
toporphyrin.  We  are  not  here  confronted  with  the  occurrence  in 
the  urine  of  an  unusual  or  exceptional  ingredient,  for  traces  of 
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hsematoporphjrin  are  usuallj,  if  not  constantlj,  present  in  normal 
human  urine,  and  imder  a  great  variety  of  morbid  conditions  larger 
amounts  are  met  with  in  specimens  which  nevertheless  exhibit  no 
marked  peculiaritj  of  tint.  On  the  other  hand,  the  quantity  of 
the  pigment  present  in  these  dark  red  urines  is  far  in  excess  of  that 
met  with  in  ordinary  morbid  specimens. 

The  evidence  which  connects  the  phenomenon  under  consideration 
with  the  administration  of  sulphonal  is  so  cogent  that  the  connec- 
tion between  them  is  usuaUy  regarded  as  an  established  fact.  The 
great  majority  of  the  recorded  cases  have  occurred  in  insane  per- 
sons, by  whom  this  drug  has  been  taken  for  a  considerable  period  ; 
and  furthermore,  the  renewal  of  the  sulphonal  treatment  after 
recovery  has  more  than  once  been  followed  by  a  return  of  the 
symptoms.  The  allied  drugs,  trional  and  tetronal,  appear,  more- 
over, to  be  capable  of  producing  a  similar  effect.^ 

Except  in  the  slightest  cases,  the  excretion  of  dark  red  urine  is 
only  one  of  a  group  of  symptoms  which  appear  to  be  connected 
with  the  administration  of  sulphonal.  Of  these,  vomiting,  consti- 
pation (sometimes  following  an  initial  diarrhoea),  and  abdominal 
pain  are  the  most  constant.  In  a  few  cases  febrile  disturbance  has 
been  observed,  but  as  a  rule  there  is  no  rise  of  temperature.  Paresis 
or  paralysis  of  limbs,  sometimes  of  an  ascending  type,  with  dimi- 
nution of  knee-jerks,  is  not  infrequently  present,  and  ptosis  and 
diaphragmatic  paralysis  have  been  met  with. 

In  some  instances,  when  the  drug  is  stopped,  the  urine  gradually 
resumes  its  normal  colour,  and  recovery  takes  place ;  but  in  many 
cases  the  patients  pass  into  a  condition  of  collapse,  with  cyanosis, 
feeble  and  rapid  pulse,  and  coldness  of  the  extremities.  They  may 
sink  into  a  condition  of  apathy,  or  may  remain  conscious  up  to  the 
time  of  death,  which  quickly  follows  upon  the  development  of  these 
symptoms. 

Very  few  poit-martem  records  are  available,  and  the  changes  met 
with  at  the  autopsies  have  not  been  conspicuous.  Lesions  of  the 
brain  have  been  noted,  and  in  one  case  there  was  mitral  stenosis. 
The  liver  has  more  than  once  shown  advanced  fatty  degeneration. 

In  a  case  recorded  by  Percy  Smith  *-*  there  was  much  post-mortem 
staining  and  injection  of  the  vessels  of  the  stomach  and  intestines^ 

1  Vicle  Scbaltze,  '  DenUohe  med.  Wochenscbr.,'  Leipzig,  1894,  •.  152 ;  and 
Herting,  ibid.,  •.  843. 
s  <  St.  Thomat'i  Hosp.  Reporti,'  London,  1891,  vol.  xxi,  p.  241. 
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and  in  the  ileum  there  were  one  or  two  patches  of  submucous 
hsemorrhage — an  observation  which  is  of  interest  in  connection  with 
the  views  of  Stockvis,  which  will  be  referred  to  later. 

On  the  other  hand,  in  a  case  reported  by  Oswald^  the  stomach 
and  intestines  showed  nothing  of  special  note,  excepting  some  con- 
gestion of  the  first  part  of  the  duodenum,  and  in  other  parts  cor- 
responding to  the  coils. 

In  one  of  the  cases  recorded  bj  Hammarsten,^  although  the 
unequal  contraction  of*  parts  of  the  alimentary  canal  is  carefully 
described,  there  is  no  mention  of  heemorrhage  or  injection. 

The  kidneys  have  not  shown  any  obvious  naked-eye  lesions,  except 
such  as  could  be  referred  to  antecedent  disease  or  senile  change. 
But  Stem  and  Oswald  have  described  granular  or  necrotic  changes 
in  the  epithelium  of  the  glomeruli  and  secreting  portions  of  the 
tubules,  and  Kast^  observed  hsemorrhage  into  the  glomerular 
capsules  in  dogs  poisoned  with  sulphonal. 

That  poisoning  with  sulphonal  has  some  effect  upon  the  kidneys 
is  shown  by  the  not  infrequent  appearance  of  albumen  in  the  mine, 
when  symptoms  of  poisoning  develop,  and  by  the  presence  of  casts, 
hyaline,  cellular,  or  granular,  more  frequently  than  can  be  ascribed 
to  accidentally  associated  renal  disease. 

We  must  not  omit  to  mention  that  Franz  MuUer  *  speaks  highly 
of  the  therapeutic  effect  of  alkalies,  such  as  sodium  bicarbonate,  in 
these  cases,  and  believes  that  such  treatment,  if  adopted  as  soon  as 
the  unfavorable  symptoms  develop,  is  capable  of  averting  a  fatal 
ending.  Stockvis  endorses  this  recommendation,  and  it  is  obvious 
that  this  method  of  treatment  should  in  future  be  given  a  trial 
when  the  above-described  symptoms  are  met  with  in  patients 
taking  sulphonal. 

Assuming,  then,  as  we  are  apparently  justified  in  doing,  that  in 
the  great  majority  of  instances  the  administration  of  sulphonal  is 
the  actual  cause  of  the  condition,  we  are  nevertheless  confronted  with 
several  important  difficulties. 

1.  The  action  of  the  drug  appears  to  be  a  cumulative  one,  and 
the  patients  have  usually  taken  sulphonal  for  a  considerable  period 
of  weeks  or  months  before  any  ill  effects  are  observed.     Sometimes 

^  '  Glasgow  Med.  Joarn.,'  1895,  vol.  xliii,  p.  4. 

«  *  Uptala  Lakaref.  FOrb.,'  1890-91,  vol.  xxvi,  p.  267. 

*  <  Arcb.  f .  exper.  Patb.  n.  Pbarmakol.,'  Leipsig,  1892-3,  Bd.  xxxi,  p.  69. 

*  '  Wien.  klin.  Wochenschr.,*  1894,  •.  252. 
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the  symptoms  have  only  appeared  after  the  sulphonal  has  been  dis- 
contiiiued,  and  in  one  of  the  cases  recorded  by  Hammarsten  an 
interral  of  no  less  than  nine  days  had  elapsed  since  the  last  dose 
was  taken. 

2.  Under  ordinary  circumstances  the  urine  of  patients  taking 
sulphonal  does  not  contain  more  hsematoporphyrin  than  that  of 
other  healthy  or  diseased  individuals,  as  was  found  by  one  of  us  on 
the  examination  of  specimens  kindly  supplied  from  Bethlehem 
Hospital  ;^  and  of  the  large  number  of  patients  who  take  this  drug 
only  a  very  few  exhibit  the  symptoms  under  discussion. 

3.  In  a  very  large  majority  of  cases  the  patients  who  do  so  suffer 
are  females.  We  do  not  know  of  any  recorded  fatal  case  in  a  male, 
and,  indeed,  have  only  met  with  the  mention  of  two  cases  of  a 
slight  character  in  such  subjects.  One  of  these,  which  is  quoted  by 
Franz  Miiller,^  was  that  of  a  man  suffering  from  advanced  tabes  dor- 
salis,  who  had  taken  from  half  a  gramme  to  a  gramme  of  sulphonal 
nightly  for  two  months ;  and  the  other,  referred  to  by  Percy  Smith, 
was  that  of  an  old  man  under  the  care  of  Dr.  Savage,  who  had 
taken  doses  of  20  grains  to  25  grains  nightly  for  more  than  a  year. 

In  ordinary  morbid  cases,  on  the  other  hand,  we  do  not  find  that 
sex  has  any  influence  upon  the  increase  of  the  urinary  heematopor- 
phyrin. 

4.  Lastly,  there  are  a  few  cases  recorded  by  MacMunn,^  Ranking 
and  Pardington*  Sobemheim,^  and  others,  in  which  dark  red  urine, 
rich  in  hflematoporphyrin,  was  passed  by  patients  who  had  taken  no 
sulphonal.  In  some  of  these,  and  notably  those  of  Banking  and 
Pardington,  in  one  of  which  acetanilide  was  given,  general  sym- 
ptoms somewhat  resembling  those  of  the  sulphonal  patients  were 
observed,  but  in  others  this  was  not  the  case.  We  do  not  propose 
at  the  present  time  to  enter  upon  any  discussion  of  the  origin  of 
urinary  hflematoporphyrin,  but  it  is  necessary  to  mention  the  views 
recently  enimciated  by  Stockvis,^  who  believes  that  the  traces 
present  in  normal  urines,  and  the  larger  amounts  met  with  in 

1  '  Jonrn.  Path,  and  Bacteriol.,'  Edinbargh  and  London,  1802,  vol.  i,  p.  187. 
«  P.  Mailer,  loc.  dt. 

•  •  Jonra.  Physiol.,*  Cambridge,  1890,  vol.  xi ;  *  Proc.  Pbyiiol.  Soc.,*  London, 
p.  13. 

*  '  Lancet,'  London,  1890,  vol.  ii,  p.  607. 

*  '  Deutsche  med.  Wochenschr.,'  Leipzig,  1892,  •.  566. 

•  <  Zeitachr.  f.  klin.  Med.,'  Berlin,  1895,  Bd.  xxviii,  •.  1. 
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disease,  are  alike  derived  from  the  blood-pigment  contained  in  the 
food ;  whereas  he  ascribes  that  present  in  cases  of  lead  poisoning, 
and  the  far  larger  amounts  met  with  in  sulphonal  urines,  to 
haemorrhage  into  the  mucous  membrane  of  the  alimentary  canal ; 
the  conversion  of  the  blood-pigment  into  hsematoporphjiin  being 
in  these  last  cases  materially  aided  by  the  presence  of  the  sidphonal 
which  causes  the  haemorrhages.  Concerning  these  views  we  would 
here  merely  state  that  our  own  observations  and  experiments  make 
us  hesitate  to  accept  them  as  offering  a  complete  explanation  of  the 
observed  phenomena,  and  as  regards  normal  and  ordinary  morbid 
urines,  we  question  strongly  the  correctness  of  Stockvis's  theory. 
The  grounds  for  this  attitude  we  hope  to  set  out  fully  on  a  future 
occasion. 

On  the  other  hand,  the  observations  to  be  described  in  this  paper 
add  in  one  respect  to  the  evidence  in  opposition  to  the  view  that 
increase  of  urinary  hsematoporphyrin  implies  excessive  blood  de- 
struction, for  the  presence  in  the  urines,  examined  by  us,  of  large 
quantities  of  this  iron-free  derivative  of  haemoglobin  was  not 
attended  by  any  corresponding  increased  excretion  of  iron.  Blood 
examinations  in  the  sulphonal  cases  are  few  in  nimiber.  Percy 
Smith  *  did  not  find  in  his  cases  any  greater  diminution  of  blood- 
corpuscles,  or  of  haemoglobin,  than  is  usually  met  with  in  cases  of 
melancholia,  from  which  disease  the  patients  were  suffering.  In 
one  case  the  number  of  red  corpuscles  per  cubic  mm.  was  no  less 
than  4,600,000. 

In  a  case  recorded  by  Oswald  *  three  examinations  of  the  blood, 
at  intervals  which  are  not  stated,  gave  results  varying  between 
8,520,000  and  3,150,000,  a  difference  so  small  that  no  great  sig- 
nificance can  be  attached  to  it.  On  the  other  hand,  conspicuous 
anaemia  is  frequently  mentioned  in  the  clinical  reports,  and 
E.  Schaffer*  describes  a  great  diminution  both  of  red  corpuscles 
and  of  haemoglobin  in  his  case,  but  neither  the  haemoglobinometer 
nor  haemocytometer  was  employed. 

Franz  Miiller  *  states  that  in  his  case  the  percentage  of  haemo- 
globin fell  to  45,  and  returned  to  85  per  cent.,  after  the  haemato- 
porphyrinuria  had  ceased.  He,  however,  gives  no  enumeration  of 
the  corpuscles. 

^  P.  Smitb,  loc.  cit.  '  Oswald,  loc  cit. 

*  Tberap.  Monatsb.,'  Berlin,  1898,  •.  57. 
P.  Miiller,  loc.  cit. 
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Since  the  point  to  be  ascertained  is  whether  the  passage  of  large 
amounts  of  hffimatoporphjrin  in  the  urine  is  neceaaarUy  accompanied 
by  excessive  blood  destruction,  it  is  obvious  that  the  force  of  even  a 
few  observations  which  do  not  reveal  any  successive  hsBmolysis, 
such  as  those  of  Percy  Smith  and  Oswald,  is  not  impaired  by  the 
huct  that  in  other  cases  there  is  a  condition  of  advanced  ansemia. 
On  the  other  hand,  it  should  be  noted  that,  as  Salkowski  has 
pointed  out,  a  given  quantity  of  hsematoporphyrin  represents  more 
than  twenty  times  its  own  mass  of  haemoglobin,  and  this  observer 
calculated  that  in  one  of  his  cases  the  daily  excretion  of  hffimato- 
porphyrin  corresponded  to  about  -^  of  the  total  hemoglobin  of  the 
patient. 

In  all  our  specimens,  as  will  be  seen  from  the  following  accoimt, 
very  little  urobilin  was  present,  and  in  the  third  case,  in  which  a 
special  method  was  employed  for  its  extraction,  a  quantity  much 
smaller  than  that  usually  got  from  normal  tirine  was  obtained. 
Seeing  that  there  is  strong  evidence  that  excess  of  urobilin  in  the 
urine  accompanies  excessive  hsemolysis,  the  above  fact  is  also  signi- 
ficant in  this  connection. 

The  chemical  and  spectroscopic  characters  of  the  dark  red  urine 
of  sulphonal  poisoning  have  been  carefully  studied  by  Salkowski,^ 
Hammarsten,^  Stockvis,*  and  MacMunn,*  and  our  object  in  bringing 
forward  the  following  three  cases  which  have  come  imder  our  notice 
is  to  emphasise  certain  points  to  which  these  eminent  observers 
have  already  called  attention,  and  in  certain  particulars  to  supple- 
ment their  results. 

For  the  following  clinical  notes  we  are  indebted  to  Drs.  J. 
Delpratt  Harris,  W.  M.  Abbot  Anderson,  and  M.  J.  Nolan,  who 
respectively  had  charge  of  the  cases,  and  from  whom  the  specimens 
were  received. 

Casb  1. — Miss  M.  J.  W — ,  aged  50,  single;  chronic  epileptic 
since  sixteen  years  of  age.  Suffered  much  from  sleeplessness,  and 
had  taken  sulphonal  more  or  less  continuously  since  May,  1889. 
The  drug  has  occasionally  been  omitted  for  a  night  or  two,  or  even 
for  a  week,  and  then,  insomnia  supervening,  patient  has  always 

1  <  ZeitBchr.  f .  physiol.  Chem.,'  Strassburg,  1891,  Bd.  xv,  8.  286. 
>  '  Skandin.  Arcb.  f .  Physiol.,'  Leipzig,  1892,  Bd.  iii,  p.  819. 
'  'Nederl.  Tijdschr.  v.  Oeneetk.,'  Amiterdam,  1889,  p.  418. 
*  See  Percy  Smith,  loc.  cit. 
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returned  to  the  siilphonal,  and  has  occasionallj  taken  two  doses  of 
20  grains  in  eight  hours.  It  has  always  been  found  to  agree  well, 
and  surpassed  chloral  in  producing  sleep;  for  a  relatirelj  larger 
amount  of  the  latter  was  required  to  produce  the  effects  of  20  grains 
of  sulphonal — ^her  usual  dose.  Her  sleeplessness,  if  n^lected, 
resulted  in  attacks  of  epileptic  mania,  of  which  there  were  three  in 
seven  years. 

March  12th,  1895. — There  is  much  pain  in  the  lower  part  of  the 
bowels  over  the  region  of  the  bladder,  with  tenderness  over  the 
right  ovary  and  constant  sickness.  She  was  given  a  carminatiTe 
mixture. 

14th. — There  is  some  constipation.  Colocynth,  calomel,  and 
belladonna  were  given  in  pill.  From  this  date  to  April  10th  patient 
was  better.     She  was  taking  a  tonic  of  gentian  and  nux  vomica. 

April  10th. — Much  abdominal  pain  again  felt.  It  seemed  to 
concentrate  in  the  region  of  the  bladder,  and  was  inoreased  by 
pressure  in  this  region.  Constant  sickness  and  complete  loss  of 
appetite.  Buchu  and  hyoscyamus  in  large  doses  had  no  effect  on 
the  pain. 

13th. — To-day  it  was  noticed,  after  a  fit,  that  the  urine  was  of 
deep  claret  colour,  but  had  no  sediment.  Temperature  normal. 
Pulse  quick  and  feeble.  She  is  so  weak  that  she  cannot  raise  her 
hand  from  her  bed.  She  suffers  from  piles,  but  there  is  little  or  no 
bleeding.  Up  to  this  date  sulphonal  had  been  taken  almost  every 
night,  and  on  the  10th  she  took  40  grs.  during  the  night.  The 
quantity  of  urine  averaged  two  pints  daily.  There  was  never  any 
decided  reaction  with  albumen  tests.  The  colour  was  deepest  about 
April  13th.  It  very  gradually  became  less  so,  and  by  the  26th  was 
but  slightly  coloured. 

26th. — ^Patient  steadily  became  weaker  and  weaker,  and  very  pale 
and  ansemic,  complaining  of  thirst,  and  looking  like  one  very  much 
exhausted  from  haemorrhage.  During  the  night  she  had  an  epi- 
leptic seizure,  from  which  she  never  quite  recovered,  and  died 
shortly  afterwards.  There  was  never  any  oedema  of  the  extremities, 
or  any  ascites.  No  pulmonary  symptoms  until  the  very  end,  when 
oedema  occurred.  The  pain  and  sickness  were  the  first  symptoms 
of  any  serious  trouble  (March  12th).  One  month  after  this  b^an 
the  dark-coloured  urine  was  first  passed,  and  a  fortnight  later  death 
occurred.  The  abdominal  pain  was  at  first  felt  as  high  as  the  liver, 
later  it  was  always  over  the  bladder. 
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Case  2. — Female  aged  32,  married  at  twenty.  Treated  for 
hysteria  by  Weir  Mitchell  method  in  1892.  i^d  attack  of  ery- 
sipelas in  1887.    In  1893  showed  evident  signs  of  myxoedema. 

December  26th,  1894. — ^First  showed  signs  of  typhoid  fever. 
This  became  of  very  severe  type,  and  was  followed  by  relapse.  HI 
two  months,  but  well  enough  to  go  to  Bournemouth  at  the  end  of 
February,  1895.  During  this  illness  the  patient  slept  badly,  and 
took  sulphonal  in  doses  from  10  to  20  grs.  The  use  of  the  drug 
continued  from  December  26th,  1894,  to  early  in  May,  1895. 
Towards  the  middle  of  April  she  returned  to  London  from  Bourne- 
mouth, and  was  progressing  favorably.  One  day  towards  the  end 
of  April  she  unduly  exerted  herself,  came  home  exhausted,  and  had 
to  take  to  her  bed.  Shortly  afterwards  she  passed  dark  red  urine. 
From  this  time  she  continued  to  grow  weaker  and  weaker,  and  died 
May  11th,  1895. 

Case  3. — Female  aged  33,  married,  mill  worker,  admitted  to 
Downpatrick  Asylum,  April  12th,  1895,  suffering  from  acute 
melancholia  of  the  agitated  type.  The  attack  commenced  imme- 
diately after  the  birth  of  her  child,  eight  months  previously.  This 
child  was  nursed  at  the  breast  up  to  a  few  days  before  admission. 
Physical  examination  gave  no  evidence  of  organic  disease.  She 
had  been  partially  refusing  food  for  some  weeks,  and  had  been 
sleepless  and  constipated,  and  was  in  a  very  low  state  of  health. 
The  skin  of  the  entire  body  was  very  dark-coloured,  suggestive  of 
the  bronzing  of  Addison's  disease,  and  the  face,  in  addition,  was  of 
the  pecuhar  cachexia  seen  in  malignant  disease ;  frequent  and  careful 
examinations,  however,  failed  to  determine  any  such  conditions,  nor 
did  the  patient  complain  of  any  symptoms  associated  with  the 
diseases  named. 

She  was  put  to  bed,  mild  aperients  and  abimdant  nourishment 
were  given,  and  20  grs.  of  sulphonal  were  administered  every 
second  night  to  secure  sleep.  Sulphonal  was  continued  in  this  way 
for  a  few  weeks,  by  which  time  the  condition  had  improved.  The 
drug  was  now  given  only  at  irregular  intervals  (in  doses  of  20  grs.) 
whenever  patient  was  reported  as  awake  all  the  previous  night. 
There  was  very  little  change  in  the  mental  and  physical  state  from 
this  time  to  the  first  week  in  July,  when  a  violent  relapse  caused 
sulphonal  to  be  given  twice  daily  (10  grs.  at  12  noon,  and  20  grs.  at 
6  p.m.)  for  a  fortnight ;  but  as  patient  did  not  seem  to  derive  the 
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benefit  expected,  the  drug  was  ahandoned  on  the  2l8t  July,  and  woi 
not  administered  again, 

A  few  days  later  she  was  quieter,  and  complained  of  weakness, 
which  increased  until  the  31st  July,  when  she  was  confined  to  bed. 
There  was  not  at  any  time  stupor,  motor  inco-ordination,  pain, 
vomiting,  feverishness,  or  gastro-intestinal  irritation. 

August  Ist. — ^Patient  was  very  weak,  complaining  of  general 
lumbar  pain  ;  temperature  and  pulse  normal.  For  the  first  time 
the  urine  was  noticed  to  be  of  a  brownish  tinge,  but  as  it  was 
mixed  with  a  small  quantity  of  faeces  it  was  difficult  to  determine 
the  true  character  of  the  pigmentation.  The  quantity  passed  was 
not  over  the  average. 

2nd. — The  discoloration  was  more  pronounced,  the  urine  being 
now  of  the  shade  of  old  port  wine.  Held  up  against  the  light  it 
was  quite  tawny,  showing  no  cloudiness  or  **  smoky  "  appearance. 
On  examination  albumen  and  sugar  were  found  absent,  and  for  the 
first  time  hfiematoporphyrin  was  suspected.  Thus  the  condition 
began  ten  clear  days  after  sulphonal  had  been  wholly  abandoned. 
It  continued  and  increased  daily  to  the  date  of  death,  9th  of 
August,  which  was  nine  days  from  the  date  of  its  first  appearance. 
The  clinical  symptoms  during  these  nine  days  were  confined  to  in- 
tense weakness  (the  pidse  being  very  small  and  slow),  and  a  change 
in  the  colour  of  the  skin.  The  dark  tinge  of  the  latter  became 
clearer,  owing  to  the  increased  anaemia,  which  was  indicated  bj  a 
pearly  white  sclerotic,  blanched  lips  and  fauces.  The  temperature 
became  slightly  subnormal,  and  respiration  feeble.  There  was  no 
indication  of  nephritis,  which  was  daily  looked  for.  After  death  the 
skin  was  of  a  whity-brown  hue.    No  post-mortem  was  allowed. 

It  will  be  observed  that  all  three  patients  were  females,  all  had 
taken  sulphonal,  and  in  all  the  cases  death  followed  shortly  after  the 
development  of  the  symptoms,  the  intervals  being  thirteen,  fourteen, 
and  nine  days  respectively.  In  Case  1  the  symptoms  conformed  to 
the  ordinary  type.  A  point  of  special  interest  in  this  case  was  the 
long  period  during  which  sulphonal  had  been  taken  without  any  ill 
effect  (no  less  than  four  years).  The  pain  in  the  region  of  the 
bladder  here  complained  of  has  been  met  with  in  other  cases,  and 
was  a  conspicuous  feature  in  the  cases  described  by  Banking  and 
Pardington,  in  which  sulphonal  was  not  given.  The  second  and 
third  cases  were  peculiar  in  the  absence  of  gastro-intestdnal  sjm- 


Digitized  by 


Google 


lliEHATOPORPHyBIN   IN   THB  UBINB.  325 

ptoms.  In  Case  3,  as  in  one  of  Hammarsten's  cases  above  referred 
to,  an  interval  of  no  less  than  ten  days  elapsed  between  the  admini- 
stration of  the  last  dose  of  snlphonal  and  the  onset  of  the  symptoms. 
In  connection  with  the  pigmentation  of  the  skin  in  Case  3,  which 
was  present  before  any  sulphonal  was  taken,  it  is  interesting  to  note 
that  caseation  of  the  supra-renals  and  bronzing  were  present  in  a 
sulphonal  case,  referred  to  by  Oswald  as  having  occurred  in  the 
Edinburgh  Eoyal  Infirmary.  We  much  regret  that  we  have  no  post' 
mortem  observations  to  add  to  the  few  already  published. 

Oeneral  Character  of  the  Urine. 

In  all  three  cases  the  specimens  came  into  our  hands  for  examina- 
tion only  a  few  days  before  the  death  of  the  patient.  Any  attempt  to 
make  a  series  of  observations,  either  on  the  pigmentation  or  general 
condition  of  the  urine,  was  therefore  prevented.  The  specimens 
examined  were  passed  when  the  condition  of  dark  urine  was  at  its 
height.  Their  colour  was  that  of  port  wine.  All  the  specimens  were 
acid,  and  of  lowspecific  gravity  (101 0 — 1013) .  The  percentage  of  urea 
was  about  the  same  in  each  (2  per  cent.).  In  none  was  more  than  a 
minute  trace  of  albumen  present :  one  specimen  from  Case  1  was  in 
fact  entirely  iree ;  Case  3  showed  more  than  the  others,  but  the 
quantity  was  extremely  small.  In  spite  of  this,  the  deposits 
obtained  by  use  of  the  centrifuge  contained  abimdant  tube  casts. 
In  the  absence  of  any  renal  symptoms,  and  in  the  practical  absence 
of  albuminuria,  this  fact  seemed  somewhat  surprising;  but  the 
literature  of  the  subject  as  stated  above  shows  that  the  presence  of 
casts  is  common  in  these  cases.  In  ours  they  were  very  numerous 
indeed.  In  addition  to  the  ordinary  hyaline  and  epithelial  varieties, 
there  were  many  well-formed,  finely  granular  casts,  of  purplish 
colour,  which  appeared  to  be  almost  wholly  made  up  of  pigment. 
The  cells  composing  the  epithelial  casts  were  deeply  pigmented,  and 
the  deposit  comprised  numerous  isolated  epithelial  cells,  and  many 
large  grantdar  leucocytes,  all  of  which  contained  much  pigment. 
This  description  is  true  of  all  three  cases. 

Absence  of  Iron  from  the  Urine, 

It  seemed  a  point  of  some  interest  to  determine  whether  the 
great  increase  in  the  excretion  of  the  iron-free  derivative  of  hsBmo- 
globin  was  accompanied  by  any  increased  excretion  of  iron,  present 
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in  some  other  combination.  In  Case  1,  8  oz.  of  urine  were  evapo- 
rated to  dryness,  great  care  being  taken  to  prevent  contamination 
with  extraneous  iron.  The  residue  was  burnt  in  a  muffle-furnace, 
the  ash  dissolved  in  hydrogen  chloride,  and,  after  the  addition  of  a 
little  hydric  nitrate,  the  solution  was  evaporated  to  dryness.  Taken 
up  again  in  a  little  dilute  hydrogen  chloride  and  filtered^  the  solution 
was  made  just  alkaline  with  ammonia,  and  boiled.  The  ammonia  pre- 
cipitate was  filtered  off,  dissolved  in  2  c.c.  of  dilute  hydrogen  chloride, 
the  solution  divided  into  two  parts,  and  tested  (a)  with  sulphocyanide, 
and  (6)  with  ferrocyanide  of  potassium.  Neither  reagent  gave  the  least 
trace  of  colour.  Eight  ounces  is  perhaps  a  somewhat  small  quantity  to 
use  for  this  purpose,  but  control  specimens  of  normal  urine  gave  in 
several  cases  distinct  iron  reactions  from  the  same  quantity,  so  there 
can  be  no  doubt  that  any  increase  in  the  urinary  iron  was  absent 
from  Case  1.  The  other  cases  (in  which,  however,  still  smaller 
quantities  had  to  be  used)  also  gave  negative  results. 

8pectro8copic  Examinaiion  of  the  Urine. 

Case  1. — Specimen  A. — The  urine  had  a  deep  port- wine  colour. 
In  a  layer  of  1-5  cm.  a  band  was  seen  in  the  red  from  X  624  to 
X  612.  This  is  the  first  band  of  alkaline  hsematoporphyrin ;  from 
the  D  line  onwards  the  spectrum  was  completely  obscured. 

Diluted  with  an  equal  quantity  of  water  in  a  depth  of  1*5  cm.  the 
following  bands  were  seen : 

l.X  62^612  |^,j^^^^^^, 
2.x  589— 573/ 
3.  X  546—532. 

From  D  onwards  towards  the  blue  the  spectrum  was  much 
obscured.    Absolute  darkness  extended  from  a  band  X  515. 

On  the  addition  of  a  few  drops  of  hydrogen  chloride,  the  bands 
read — 

1.    X  597— 589. 
rX  576— 570, 
2.-!        shading 
1x558—540. 


These  are  the  bands  of  acid  hsBmatoporphyrin.    There  was  darkness 
from  X  529. 

On  shaking  with  acetic  ether  a  pink  ethereal  extract  was  obtained, 
which  showed  the  following  bands : 


Digitized  by 


Google 


HAMATOPORPHTRIN   IN  THE   URINI.  827 

Shading  to  X  642. 

1.  X  628—620. 

2.  X  601—597. 

3.  X  586—569. 

4.  X  540—525. 

5.  X  511-482. 

This  is  a  slightly  modified  neutral  hsematoporphjrin  spectrum. 

The  subjacent  liquid,  after  treatment  with  the  acetic  ether,  was  of 
deep  brown  colour,  showing  complete  absorption  of  the  spectrum 
from  X  549. 

On  the  addition  of  a  drop  of  hydrogen  chloride  the  pigment  left 
the  acetic  ether  for  water,  forming  a  deep  pink  solution,  which 
showed  the  acid  hsematoporphyrin  bands  with  great  intensity.  No 
urobilin  band.     Eeadings : 

X  597— X  589. 

X  576— X  560—543. 

A  more  concentrated  specimen,  similarly  treated,  showed  a  faint 
urobilin  band. 

The  soda  method  and  the  ammonium  chloride  method  were  quite 
unable  to  cope  with  the  amoimt  of  hsematoporphyrin  here  present, 
the  precipitates  being  able  to  carry  down  only  a  small  portion. 

The  extract  from  the  soda  precipitate  was  peculiar  in  that  the 
hsematoporphyrin  could  not  be,  by  any  means,  persuaded  to  go  into 
chloroform. 

Specimen  B. — This  was  much  darker  than  the  earlier  specimen 
just  described.  The  colour  was  almost  black.  Shaken  with  acetic 
ether  it  yielded  an  extract  less  distinctly  pink  than  that  obtained  by 
the  same  method  from  Specimen  A  {v.  supra).  After  extraction 
with  the  acetic  ether  the  urine  retained  a  deep  brown  colour,  and 
absorbed  the  spectrum  quite  up  to  the  red. 

About  4  oz.  were  treated  by  Salkowski*s  barium  method.  The 
precipitate  had  a  deep  mauve  colour,  the  filtrate  was  yellow.  The 
precipitate  was  washed  and  treated  with  alcohol  acidified  with 
hydrogen  sulphate. 

The  extract  had  a  very  deep  colour.     From  the  acid  liquid,  after 
the  addition  of  water,  chloroform  took  a  very  deep  red  colour.     The 
supernatant  liquid  was  poured  off  and  water  substituted.      On 
shaking  a  mahogany-brown  pigment  left  the  chloroform,  and  also  a  ^ 
little  hsBmatoporphyrin.    After  repeated  washing,  the  chloroform 
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was  pinky  and  showed  the  five-banded  spectnun  of  neutral  hfiemato- 
porphyrin  with  great  intensity. 

A  specimen  of  the  original  urine  was  repeatedly  extracted  with 
acetic  ether. 

The  first  and  second  ethereal  extracts  were  red-pink,  and  showed 
the  following  bands : 

1.  X  628—624,  fainter. 

3.  X549— 526/      ^ 
4i.  X  508—486,  faint. 

The  appearances  suggested  that  much  two-banded  (oxyhsBmo- 
globin-like)  hsematoporphyrin  was  mixed  with  a  small  quantity  of 
the  ordinary  kind. 

The  third  ethereal  extract  was  reddish  brown,  and  showed  the  two 
dark  bands  very  clearly.  No  band  was  seen  in  red,  and  that  in 
blue  was  very  faint. 

Case  2. — The  urine  had  a  dark  port-wine  colour.  Filtered,  and 
examined  direct  in  a  layer  of  2*25  cm.,  the  specimen  allowed  only  a 
little. red  to  penetrate.     With  a  wider  slit  a  band  was  seen : 

X  624—612,  darkness  from  D. 
On  dilution — 

1.  X624—X  612,  faint. 

2.  X  586— X  573. 

3.  X  549— X  529. 

General  darkness  from  X  515. 

On  adding  hydrogen  chloride  the  acid  hsematoporphyrin  bands 
appeared: 

1.  X  597—589. 

2.  X  560—543. 

On  shaking  with  amy  lie  alcohol,  a  very  intense  spectrum  of  alkaline 
hsematoporphyrin  was  obtained : 

1.  X  626—618. 

2.  X  597—586—568. 

3.  X  549-  532. 

4.  X  515_  ? 

The  extract  was  red,  the  subjacent  fluid  dark  brown. 

Salkowski's  barium  method  gave  a  red  precipitate,  the  filtrate 
being  pale  yellow. 
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The  precipitate  was  washed  and  treated  with  alcohol,  acidified  with 
hydric  chloride. 

The  acid  extract  had  a  deep  red  colour  (not  pink),  and  showed 
the  add  bands  well,  and  with  ammonia  the  alkaline  band  strongly, 
but  the  pigment  cotdd  not  be  got  to  go  into  chloroform. 

The  Salkowski  extract  was  neutralised  with  ammonia,  and  evapo- 
rated nearly  to  dryness.  On  adding  a  drop  of  hydrogen  chloride 
and  shaking  with  acetic  ether,  the  ether  became  pink,  and  showed  a 
three-banded  spectrum,  as  follows : 

1.  X  570—536. 

2.  \  532—517. 

3.  \  506—481. 

A  specimen  of  the  same  urine  shaken  with  acetic  ether  gave 
a  reddish-pink  extract,  which  showed  the  five-banded  neutral 
spectrum: 

1.  \  628—620. 

2.  X  601—592. 

3.  \  586—567. 

4.  X  549—526. 
6.  X  513—484. 

Case  3. — The  colour  of  the  specimen  resembled  that  of  dark 
port  wine. 

A  portion  was  repeatedly  extracted  with  acetic  ether.  The 
extracts  were  red,  and  showed  the  bands  of  alkaline  hsematopor- 
phyrin  with  decreasing  intensity  in  each  successive  extract. 

After  three  extractions  the  urine  no  longer  showed  these  bands, 
but  still  had  a  dark  red  colour.  This  specimen,  from  which  almost 
all  the  hsematoporphyrin  had  been  extracted  when  treated  with 
barium  chloride  and  hydrate  (Salkowski's  process),  gave  a  purple 
precipitate,  which,  when  treated  with  alcohol,  acidified  with  sul- 
phuric acid,  gave  a  reddish-brown  extract,  which  showed  the  bands 
of  acid  hsematoporphyrin  very  faintly,  and  much  general  absorption 
from  the  green  onwards.  On  the  addition  of  ammonia  the  liquid 
became  brown,  and  no  distinct  bands  were  seen. 

The  original  urine,  diluted  with  water,  showed  a  band  in  red 
(X  6200—6100),  a  shading  from  X  6010—5825,  and  complete 
absorption  beyond.  In  a  thinner  layer  the  following  spectrum 
was  seen: 
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1.  X  6200—6100,  faint. 

2.  X  5860—5570,  faint. 

3.  X  5430—5320,  very  dark. 

4.  X  5080—4690,  very  dark. 

These  are  the  bands  of  alkaline  hsdmatoporphynn,  but  the  great 
relative  intensity  of  the  third  and  fourth  bands,  and  a  shading  con- 
necting them,  showed  the  presence  of  a  second  pigment.  On  the 
addition  of  stdphuric  acid  the  bands  of  acid  hfiematoporphyrin 
appeared,  and  also  a  very  broad  band  with  ill-defined  edges  from 
about  X  5290—4690. 

To  another  portion  more  than  its  own  bulk  of  rectified  spirit  was 
added,  which  caused  turbidity,  and,  on  filtering,  a  brown  precipitate 
was  collected.  This  yielded  hflematoporphyrin  to  alcohol,  acidified 
with  acetic  acid,  showing  that  in  this,  as  in  Stockvis*s  case,  some  of 
the  hflematoporphyrin  was  insoluble  in  neutral  alcohol. 

The  residue  upon  the  filter  was  readily  dissolved  by  a  dilute 
solution  of  caustic  soda  in  water,  yielding  a  brown  solution  which 
showed  the  following  bands : 

1.  X  6200—6100,  faint. 

2.  X  5760—5570,  faint. 

3.  X  5460—5370,  dark. 

4.  X  5170—4910,  dark. 

5.  X  4720—4570,  faint. 

Here  the  third  and  fourth  bands  were  far  darker  than  the  others, 
which  agree  with  those  of  alkaline  hflematoporphyrin,  the  fifth  band 
in  the  extreme  violet  being  one  which  is  only  seen  when  an  excess  of 
alkali  is  present.  This  band  disappeared  on  the  addition  of  acetic  add. 

The  dark  third  and  fourth  bands  were  those  which  were  so  con- 
spicuous in  the  original  urine,  and  the  spectrum  was  obviously 
either  a  modification  of  that  of  alkaline  hflematoporphyrin,  or  that 
of  a  mixture  of  two  pigments,  one  of  which  was  ordinary  hflemato- 
porphyrin. That  the  latter  was  not  the  case  was  shown  by  the  ^t 
that  on  the  addition  of  sulphuric  acid  the  bands  of  acid  hflematopor- 
phyrin did  not  appear,  but  only  an  ill-defined  absorption  band  from 
X  5290— X  4770. 

Another  portion  of  the  original  urine  treated  by  Salkowski's 
method  yielded  a  brown  precipitate,  from  which  a  deep  red  alcoholic 
extract  was  obtained,  which  showed  the  bands  of  acid  hflematopor- 
phyrin with  great  intensitv,  but  there  was  also  much  genenl 
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absorption  from  the  green  onwards.  On  the  addition  of  ammonia 
the  liquid  became  much  paler,  brown  in  colour,  and  showed  the 
bands  of  alkaline  hflematoporphyrin.  Only  a  trace  of  urobilin  was 
present  in  this  urine. 

It  should  be  mentioned  that  in  this  case  the  examination  of  the 
urine  was  not  made  until  some  weeks  after  it  had  been  passed,  and 
there  was  reason  to  believe  that  when  fresh  it  contained  little,  if 
any,  ordinary  hsematoporphyrin.  Such  development  of  the  pigment 
in  the  urine,  on  standing,  has  been  noticed  by  several  observers. 

In  all  the  above  specimens  there  was  evidence  of  the  presence  of 
a  reddish-brown  pigment,  producing  a  great  general  absorption  of 
the  more  refrangible  portion  of  the  spectrum,  but  showing  no 
bands.  Owing  to  this,  the  urine  always  remained  deeply  coloured 
after  all  or  nearly  all  the  hflematoporphyrin  had  been  extracted. 

In  reviewing  the  results  of  the  above  examinations,  one  point  to 
which  we  desire  to  call  attention  is  that  the  methods  which  we  have 
found  most  serviceable  for  the  detection  of  hflematoporphyrin  in 
ordinary  morbid  urines  (viz.  that  by  the  addition  of  caustic  soda, 
and  extraction  of  the  pigment  from  the  washed  phosphate  precipi- 
tate, and  that  by  saturation  of  the  urine  with  ammonium  chloride, 
and  treatment  of  the  urate  precipitate  with  a  mineral  acid)  are 
useless  when  we  are  dealing  with  such  large  quantities  of  the  pig- 
ment as  were  present  in  the  urines  above  described.  Both  the 
methods  referred  to — ^the  former  especially — are  extremely  delicate, 
and  serve  for  the  detection  of  the  traces  present  in  normal  urines, 
but  they  are  not  true  precipitation  methods,  the  pigment  being 
merely  carried  down  upon  the  precipitates  of  phosphates  and  urates 
respectively,  to  which,  however,  it  clings  with  sufficient  tenacity  to 
allow  of  the  washing  of  the  sediments. 

Either  of  these  methods,  when  applied  to  the  sulphonal  urines, 
leads  to  the  separation  of  only  a  very  small  part  of  the  contained 
hflematoporphyrin,  which  is  hero  present  in  quantities  which  com- 
pletely overtax  the  carrying  power  of  the  precipitates. 

Salkowski*s  method  of  precipitation  with  barium  chloride  and 
hydrate  removes  p,ll  the  abnormal  pigments,  leaving  the  filtrate  of  a 
pale  yellow  colour,  but,  as  we  have  seen,  much  of  the  pigment  so 
carried  down  is,  in  most  instances,  not  hflematoporphyrin. 

We  have  found  the  method  above  described,  of  repeated  extrac- 
tion with  acetic  ether,  very  useful  for  the  separation  from  each  other 
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of  the  abnormal  pigments,  and  the  earlier  extracts  so  obtained 
contain  much  less  of  the  pigments  other  than  hsBmatoporphjrin 
than  do  similar  extracts  obtained  by  shaking  the  urine  with  amjHc 
alcohol. 

Another  point  upon  which,  in  our  opinion,  sufficient  stress  has 
not  hitherto  been  laid,  is  this,  viz.  that  the  deep  colour  of  these 
stdphonal  urines  is  only  in  part  due  to  the  hsematoporphyrin  which 
they  contain. 

A  specimen  of  urine  may  show,  when  examined  with  the  spectro- 
scope in  a  sufficiently  deep  layer,  the  entire  spectrum  of  the 
so-called  alkaline  hsematoporphyrin  so  distinctly  that  the  bands  can 
be  accurately  measured,  and  yet  have  merely  a  rich  orange  colour; 
nor  have  we  been  able,  by  adding  to  normal  urine  isolated  urinary 
hflBmatoporphyrin  in  sudi  quantities  that  the  absorption  bands 
were  seen  with  great  intensity,  to  reproduce  at  all  the  colour  of  the 
sulphonal  specimens. 

On  the  other  hand,  in  the  sulphonal  urines,  the  bands  of  heemato- 
porphyrin— although,  as  far  as  the  general  absorption  allowed  them 
to  be  seen,  they  were  quite  distinct — did  not  in  any  way  correspond 
in  definition  to  what  might  have  been  expected  if  the  tint  of  the 
liquid  had  been  largely  due  to  that  pigment.  In  some  specimens 
the  quantity  present  was  much  larger  than  in  others,  but  those 
which  contained  most  hsematoporphyrin  were  not  the  darkest  in 
colour. 

In  some  instances  there  was  reason  to  believe  that  much  of  the 
additional  abnormal  colouring  matter  was  in  the  form  of  derivatives 
of  hsematoporphyrin,  but  even  this  cannot  be  asserted  of  all  the  cases. 

In  Case  1  there  was  present,  in  addition  to  much  ordinary 
hsematoporphyrin,  a  large  quantity  of  a  pigment,  undoubtedly 
allied  to  it,  which  showed  two  absorption  bands  resembling  those 
of  hsemoglobin,  and  in  this  the  specimens  agreed  with  that  examined 
and  described  by  Stockvis,  who  separated  the  two-banded  pigment 
from  the  ordinary  hsematoporphyrin  by  dialysis.  The  two-banded 
pigment  under  discussion  resembled  that  found  by  one  of  us  in 
urate  sediments  from  urines  fairly  rich  in  hsematoporphyrin,  and  a 
similar  spectrum  is  yielded  by  the  zinc  compound  of  that  pigm^t 

In  all  three  cases  the  colour  of  the  urine  appeared  to  be  in  great 
part  due  to  a  reddish-brown  pigment,  which  showed  no  bands,  but 
largely  absorbed  the  violet  end  of  the  spectrum.  It  seems  highly 
probable  that  this  was  identical  with  the  reddish-brown  pigmoit 
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found  by  Hammarsten  in  three  out  of  the  four  specimens  which  he 
examined,  and  to  which  he  also  attributed  an  important  share  in 
their  coloration.  This  is  a  point  of  some  importance,  since  there 
is  a  tendency  to  ascribe  to  any  band-yielding  pigment  or  pigments 
which  they  may  contain  an  undue  share  in  the  coloration  of 
specimens  of  urine.  We  see  this  well  exemplified  in  the  ascription 
of  the  colour  of  normal  urine  to  urobilin,  a  pigment  which,  in 
solutions  so  dilute  as  to  show  a  band  such  as  is  yielded  by  normal 
urines  (when,  indeed,  they  yield  a  band  at  all),  has  hardly  any 
appreciable  tint.  We  are  also  prepared  to  maintain  that  the  dark 
colour  of  the  urine  in  cases  of  pernicious  ansemia  is  only  in  small 
part  due  to  the  excess  of  urobilin  which  it  is  wont  to  contain. 

In  Case  3,  as  in  Stockvis*s  case,  a  considerable  quantity  of  the 
abnormal  pigment  was  precipitated  by  the  addition  of  an  excess  of 
alcohol,  and  the  precipitate  so  formed  consisted  in  part  of  hsemato- 
porphyrin  which  was  taken  up  by  alcohol  acidified  with  acetic  acid, 
and  in  part  of  a  brown  pigment,  readily  soluble  in  alkalies,  and  which 
showed  a  spectrum  somewhat  resembling  that  of  alkaline  hsema* 
toporphyrin,  but  which,  on  the  addition  of  a  mineral  acid,  yielded 
only  a  broad  and  very  ill-defined  absorption  of  the  blue  and  green. 

It  is  found  that  samples  of  hromatoporphyrin  derived  from 
different  urines  are  apt  to  exhibit  curious  differences  both  from  each 
other,  and  from  specimens  prepared  from  hsBmoglobin.  Such  slight 
differences  as  relate  merely  to  displacements  of  the  absorption  bands 
can  be  explained  as  the  results  of  differences  of  solvent,  of  the 
degrees  of  acidity  or  alkalinity  of  the  solutions,  and  such  like  causes ; 
but,  as  we  have  seen,  there  are  also  observed  remarkable  differences 
of  solubility,  examples  of  which  have  been  quoted  above,  and  are 
perhaps  more  conspicuous  in  dealing  with  the  pigments  from  these 
dark  red  urines  than  with  those  from  ordinary  morbid  speci- 
mens. 

We  may  quote  the  precipitation  by  alcohol,  in  which  liquid 
heematoporphyrin  is  usually  freely  soluble,  and  the  fact  that  the 
hsematoporphyrin  present  in  Cases  1  and  2,  unlike  any  other  speci- 
mens that  we  have  ever  met  with,  refused  entirely  to  go  into 
chloroform  out  of  an  aqueous-alcoholic  solution  acidified  with  acetic 
acid. 

Such  differences  have  been  observed  by  all  who  have  made  a 
special  study  of  such  urines,  and  we  have  yet  to  learn  how  far  they 
are  due  to  actual  differences  in  the  pigments  themselves,  and  how 
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far  to  the  disturbing  influence  of  impurities  present  in  the  solutions 
dealt  with.  November  6th,  1895. 


3.  On  the  xerosis  bacilltis. 
By  J.  Eybb,  M.D. 

[With  Plate  XVI.] 


■Q  ECBNTLY,  whilst  investigating  a  series  of  cases  of  follicular  con- 
XL  junctivitis,  which  differed  in  some  respects  from  the  ordinarr 
form  assumed  by  that  affection,  a  micro-organism  was  isolated  from 
the  conjunctival  secretion,  so  closely  resembling  the  diphtheria 
bacillus  that  I  at  first  supposed  them  to  be  identical.  A  careful  and 
comparative  study,  however,  of  the  two  organisms,  with  regard  to 
their  mode  of  growth  upon  various  media,  together  with  their 
morphological  appearances,  convinced  me  of  my  error;  and  it 
seemed  to  me,  in  view  of  the  importance  to  ophthalmic  surgery  of 
lesions  associated  with,  and  dependent  upon,  the  Klebs-Loffler 
bacillus,  that  an  account  of  the  results  obtained  might  be  of  some 
interest. 

Before  proceeding  to  describe  the  bacillus — which  I  now  know  as 
the  xerosis  bacillus  of  Neisser — a  few  words  are  necessary  as  to  the 
sources  from  which  it  was  obtained. 

Cases, — The  form  of  conjunctivitis  in  which  the  organism 
occurred  was  characterised  clinically  by  a  nimiber  of  small,  irre- 
gularly oval- shaped,  pinkish,  oedematous  bodies  (resembling  some- 
what the  flabby  granulations  covering  the  base  of  a  varicose  ulcer), 
situated  in  the  lower  conjunctival  fornix,  and  not  encroaching  upon 
the  ocular  conjunctiva.  These  were  probably  due  to  hypertrophy 
of  the  papillfle  and  subendothelial  adenoid  tissue.  Injection  of  the 
conjunctival  vessels,  lachrymation,  photophobia,  inability  to  continue 
near  work,  distress  at  night  and  when  using  artificial  light,  were 
among  the  symptoms.  Twelve  such  cases  were  examined,  six  males 
and  six  females.  The  micro-organism  was  isolated  from  each  case. 
Of  the  females,  two  were  classmates  at  school ;  the  remaining  four 
were  members  of  the  same  family — an  interval  of  about  a  week 
being  noted  between  the  onset  of  the  attack  in  the  mother  and  in 
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the  three  children.  Among  the  males  no  such  connection  could  be 
traced. 

In  a  thirteenth  case— one  of  acute  trachoma — ^a  sago  granule  was 
opened,  with  aseptic  precautions,  and  the  fluid  taken  from  its  interior 
was  found  to  contain  this  organism  in  pure  culture. 

With  two  exceptions  the  organism  was  obtained  from  the  con- 
junctival secretion  in  pure  ctdture.  One  of  these  exceptions  was  a 
brewer's  lad,  whose  secretion  contained  also  a  white  torula.  The 
other  exception  was  one  of  the  schoolgirls,  the  Staphylococcus 
pyogenes  aureus  being  associated  with  the  xerosis  bacillus.  I  have 
also,  up  to  the  present  time,  examined  the  conjunctival  secretion 
taken  from  twenty-five  pairs  of  normal  eyes,  by  means  of  cover-slip 
preparations  and  cultivations,  but  have  not  succeeded  in  detecting 
this  bacillus. 

History, — The  xerosis  bacillus  was  discovered  in  large  quantities  by 
Kuschbert  and  Keisser,  in  a  condition  known  as  xerosis  conjunctivae, 
and  their  observations  have  been  confirmed  by  many  authors  since. 

Babes  found  it  in  eight  cases  of  trachoma,  whilst  Deyle  isolated  it 
from  fifteen  cases  of  chalazion  formation,  and  indeed  considered 
that  it  was  the  cause  of  this  disease,  as  he  was  able  to  reproduce 
such  formations  in  a.nima.ls  by  means  of  inoculations  of  this 
oi^anism.  It  has  been  isolated  also  from  other  situations.  For 
instance,  Keisser  states  that  he  found  it  in  cases  of  soft  chancre, 
vaginal  discharge,  ulcers  of  the  leg,  <&c.  There  is  some  difference 
of  opinion  as  to  its  occurrence  in  the  normal  conjunctival  secretion. 
On  the  one  hand,  Frankel  and  TJthoft  state  that  it  is  frequently 
present  in  normal  eyes.  On  the  other  hand.  Franker  examined  120 
normal  conjunctivae  without  being  able  to  discover  the  bacillus. 

Biology  amd  morphology  of  the  xerosis  ha/nllus, — The  xerosis 
bacillus  is  a  non-motile,  non-liquefying,  facultative,  anaerobic,  non- 
sporing  bacillus.  Cover-slip  preparations,  made  directly  from  the 
conjunctival  secretion,  showed  a  straight  or  very  slightly  curved 
bacillus  about  1*75  /*  in  length  by  '5p  broad,  staining  irregularly, 
some  portions  of  the  protoplasm,  especially  at  the  poles,  taking  the 
stain  (carbol-methylene-blue)  deeply,  whilst  others  were  almost 
colourless,  thus  giving  rise  to  a  beaded  appearance. 

First  cultivations  were  obtained  by  streaking  the  conjunctival 
secretion  upon  inspissated  blood-serum,  as  it  was  found,  by  means 
of  simultaneous  plantings  upon  other  media  (agar,  glycerine-agar, 
and  gelatine),  that  it  would  not  grow  upon  them. 
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At  the  end  of  twenty-four  hours  no  growth  was  visible  to  the 
naked  eye,  nor  cotdd  any  be  made  out  microscopically.  After  a 
period  varying  from  thirty-six  to  forty-eight  hours  after  inoculation 
an  abundant  growth  made  its  appearance.  Sub-cultures  from  this 
grew  readily  on  all  ordinary  media  in  eighteen  to  twenty-four  hours, 
and  it  is  these  early  sub-cultures  I  now  propose  to  describe,  giving 
at  the  same  time,  in  parallel  column,  a  description  of  a  fairly  typical 
long  Klebs-Loffler  bacillus  when  cultivated  under  similar  conditions. 


Description  op  Eablt  Sub-culture  op  B,  JDiphtherije  and 
Xerosis  Bacillus. 


BLOOD-SERUM  (iNapissAXED). 

Klehs'Loffler  Bacillus,  Xerosis  Bacillus. 

Macboscopic. 

Similar  growths,  but  moist —      Growth  visible  to  tbe  naked  eye  at  tbe  end 
not  scaly.  of  12 — 18  hours,  as  small  spherical  opaque 

white  colonies,  having  a  slightly  heaped- 
up  appearance  in  the  centre,  and  with 
clearly  defined  regular  margins.  The 
growth  is  dry  and  scaly-looking,  adhering 
firmly  to  the  surface  of  the  mediuuL 
The  water  of  condensation  may  also  con- 
tain a  few  scaly  colonies,  which  have 
been  washed  off  the  lower  part  of  the 
surface. 

Microscopic,  at  12, 18,  and  24  hours  (see  Plate  XYI,  fig.  1). 

The  majority  of  the  bacilli  The  bacilli  are  genei-ally  straight,  occasioa- 

measure  1*8  fi  in  length  and  ally  two  elements  being  joined  together, 

*8  ft,  in  breadth,  and  stain  either  in  the  same  straight  Une,  or  at  a 

intensely    in    the    centre.  slight  angle.    The  bacilli  are  collected 

Forms    are    also    present  together  in  small  groups  of  6,  10, 20,  and 

about  twice    this    len^h,  upwards.    There  is  very  little  segmenta- 

and  staining  segmentally.  tion  to  be  noticed  at  this  stage.    Another 

There  are  also  present  long  form  also  occurs — slightly  curved  bacilli, 

bacilli,  slightly  curved,  and  usually  single  or  in  pairs,  exhibiting  a 

clubbed  at  either  end,  and  fair    amount    of   clubbing.    The  great 

a  few   small    pear-shaped  majority  are  distinctly  shorter  than  the 

forms.  Klebs-Loffler  bacilli,  are  more  regular  in 

size,  and  more  even  in  staining. 
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BLOOD-SERUM  (Inspissated)— con^intted. 


KlehS'Lojffler  Bacillus, 


Xerosis  BadUus. 


At  48  and  72  hours,  3  and  7  days. 


The  greater  number  of  the 
bacilli  appear  as  darkly 
staining  lorms,  short  pear- 
shaped,  clubbed  forms, 
often  transversely  seg- 
mented, and  lon^  curved 
forms  swollen  at  either  end, 
and  marked  out  with  darkly 
staining  segments.  A  fair 
proportion  are  unstuned,  or 
out  &intly  coloured.  Meta- 
chromatism  is  common, 
especially  with  the  clubbed 
ends  of  the  bacilli. 


Resemble  the  Elebs-Loffler  bacilli  closely. 
The  individual  bacilli  are  clubbed  and 
segmented,  both  characteristics  fre- 
quently being  united  in  one  element. 
Short  pear-shaped  bodies,  transversely 
striated,  are  seen.  The  staining  is  ir- 
regular in  depth  and  character.  The 
grouping  of  the  bacilli  into  small  bunches 
is  still  a  marked  feature ;  metachromatism 
is  fairly  common. 


GLYCERINE  SERUM  (Inspissatbd). 

Blood-seium  to  which  about  5  per  cent,  of  sterile  glycerine  has  been 
added,  previous  to  inspissation,  forms  an  excellent  medium. 

Macboscopic. 

The  character  of  the  growth,  though  rather  more  luxuriant,  is  similar  to 
that  described  under  the  previous  heading  {vide  Blood-serum). 


The  formation  of  clubbed 
forms*  darkly  staining  oval 
or  pear-shaped  masses  of 
varying  size,  and  long 
swollen  bacilli  is  very  re- 
markable. Metachromatism 
is  extreme. 


MiCBOSCOPIC. 

Clubbed  forms  are  noted  early,  and  seg- 
mentation of  the  protoplasm  shows  up 
well,  giving  some  oi  the  bacilli  a  beaded 
appearance.  Metachromatism  is  very 
pronounced.  The  arrangement  of  the 
Dacilli  in  small  groups  is  well  marked. 
The  morphological  characters  are  precisely 
those  met  with  in  the  conjunctival  secre- 
tion. 


AGAR-AGAR. 

Agar-agar,  especially  that  to  which  5 — 7  per  cent,  glycerine  has  been 
added,  forms  a  veiy  good  medium. 

22 
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AGAR-AGAR— con^inwcd. 


KlehS'Loffler  Bacillus. 


Streak, — The  growth  is  simi- 
lar to  that  due  to  the  xerosis 
bacillus  at  first,  but  after 
48 — 60  hours  the  colonies 
of  the  Elebs-Loffler  bacil- 
lus have  increased  markedly 
in  size,  are  confluent  and 
heaped  up  (may  even  reach 
a  diameter  of  |^  in.). 

iS'fa&-cultures  do  not  grow  so 
well  as  those  of  the  xerosis 
bacillus,  especially  in  the 
deeper  parts  of  the  stab. 


Xerosis  BaeUlus. 


Macboscopic. 


Pkdes. — The  colonies  are  in- 
distinguishable from  those 
formed  by  the  xerosis 
bacillus. 


Plates. — The  superficial  colonies  are  whitish 
in  colour  hj  reflected,  and  yellofHih 
brown  or  bnff,  by  transmitted  light.  The 
outline  is  irregular  and  ill  denned,  and 
the  surface  roush  and  granular,  showing 
a  darker  and  better  defined  central  or 
sometimes  laterally  placed  vegetation 
centre.  The  deeply  situated  colonies  are 
roughly  circular  or  oval  in  shape,  the 
outline  is  fairly  sharp  and  well  defined, 
and  the  surface  appears  coarsely  granular. 

Streak. — The  growth  is  easily  visible  to 
the  naked  eye  at  the  end  of  18—24 
hours,  and  consists  of  small,  discrete, 
spherical,  whitish,  semi  -  transi^arent 
colonies,    resembling    those    formed   by 

Syogenic  streptococci,  rather  than  those 
ue  to  the  Elebs-LdfHer  bacillus.  In 
from  3—6  days  the  individual  colonies 
have  perhaps  increased  slightly  in  size, 
but  never  become  confluent  or  heaped  np. 

Stab. — In  stab-culture  it  grows  well,  and 
after  six  hours  appears,  at  the  lower  end 
of  the  needle  track,  as  a  chain  of  distinct 
spherical  colonies.  After  a  time  the 
majority  of  the  colonies  coalesce,  and  the 
needle  track  shows  up  as  a  distinct  line. 


MiCBOSCOPiCALLY,  <U  24  and  48  hours  (see  Plate  XY,  fig.  2). 


Similar  in  morphology  to 
bacilli  grown  upon  blood- 
serum.  The  bacilli  stain 
more  evenly,  and  numerous 
gigantic  forms,  second  in 
size  only  to  those  grown  on 
potato,  are  present. 


The  bacilli  are  distinctly  shorter  than  the 
Klebs-Loffler  bacillus.  Segmented  rods 
are  fairly  common,  and  there  is  a  certain 
amount  of  clubbing  to  be  noticed.  The 
combination  of  clubbed  and  segmented 
forms  is  rare.  The  tendency  of  the  bacilli 
to  collect  in  small  clumps  is  still  present. 
At  4—6  days  involution  forms  are  com- 
mon, and  large  numbers  of  unstained 
bacilli  can  be  detected.  Clubbed  and 
segmented  forms  are  common,  and  the 
only  points  of  distinction  from  the  Elehs- 
Loffler  bacillus  are  that  it  is  shorter,  and 
is  arranged  in  small  groups. 
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GELATINE  (7—10  peb  cbnt.). 
Kleh$'Loffler  BaeiUus.  Xerosis  Bacillu$. 


Growth  similar  to  that  of 
the  xerosis  bacillus,  but 
decidedly  more  yigoroos. 
Colonies  can  be  recognised 
in  12—24  hours. 


Stcib, — Growth  in  the  depths 
of  the  needle  track  is  very 
scanty. 


Macboscofic. 

This  material,  probably  because  it  is  in- 
cubated at  a  low  temperature  (18° — 20^ 
C),  does  not  form  a  good  medium;  no 
growth  is  visible  to  the  naked  eye  under 
48  hours. 

Btreah. — In  streaks  the  growth  is  scanty, 
opalescent,  and  nearly  transparent,  form- 
ing a  thin  dryish  film,  strictly  limited  to 
the  needle  ti'ack.  Has  a  pearly  lustre 
by  transmitted  light. 

8tah, — In  stabs,  growth  occurs  in  the 
depths  of  the  needle  track  as  small 
isolated  spherical  colonies,  semi-trans- 
parent ana  slightly  opalescent. 

The  medium  is  not  liquefied. 


MiCBOSCOPic,  at  48  hours  (see  Plate  XV,  fig.  3). 


The  bacilli  differ  in  size  from 
those  grown  upon  serum 
in  being  distinctly  shorter. 
The  central  portion  stains 
well,  and  there  is  but  little 
segmentation  to  be  noted, 
and  still  less  clubbing. 


The  bacilli  are  longer  than  those  grown  on 
any  other  medium.  Some  are  straight, 
whilst  the  majority  are  slightly  curved, 
and  collected  together  in  small  ^oups. 
The  staining,  though  never  good,  is  even 
throughout,  no  segmentation  or  clubbing 
being  observed. 


BOUILLON. 

Macboscofic. 

When  cultivated  in  tubes  both  organisms  fiprow  well,  and  in  about  24  hours 

five  rise  to  a  granular  opacity  of  the  medium.    After  48—60  hours  the 
roth  again  be^mes  clear,  owing  to  the  subsidence  of  the  bacilli  to  the 
bottotn  of  the  tube. 

Reaction  in  Neutral  Broth, 


When  this  is  used  the  re- 
action graduallv  becomes 
acid,  ana  is  markedly  so  in 
24—30  hours.  After  this 
the  acidity  slowly  dimin- 
ishes, and  eventually  the 
broth  becomes  strongly 
alkaline. 


For  the  first  48  hours  no  change  is  observed 
in  the  reaction  of  the  medium.  After 
this  time  it  is  found  to  be  faintly  alkaline, 
becoming  distinctly  so  in  about  60  hours. 
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BOUILLON— con^intwd. 
KlehB'Loffler  BaeiUua.  Xerosis  BaciUus, 

Reaction  in  Alkaline  Broth, 


When  bouillon  having  a  dis- 
tinctly alkaline  reustion  is 
nsed,  the  amount  of  acid 
produced  by  the  Elebs- 
Loffler  bacillus  is  not  only 
sufficient  to  reduce  the  re- 
action to  neutrality,  but 
also  to  render  it  distinctly 
acid. 


Growth  takes  place  rather  more  rapidly 
than  in  neutm  broth,  and  after  3^—48 
hours  the  alkalinity  is  slightly  inciesBed. 


The  preyailinff  form  is  a 
short  s^uat  bacillus,  about 
•76  fi  itk  length.  A  few 
elongated  forms  are  seen, 
but  these  very  rarely  ex- 
coed  1"8  fi 


MiCBOSCOPIC. 

The  rods  are  short,  *75  /»  in  length— the 
breadth  apparently  varying  with  the 
stain — quite  straight ;  no  clubbed  fonni 
are  to  oe  seen;  they  still  retain  their 
tendency  to  collect  in  small  groups. 


MILK. 
Macboscofic. 

The  organisms  grow  equally  well  in  this  medium  without  producing 
coagulation. 

Seciction. — The  observations  upon  this  point,  described  under  the  heading 
of  Bouillon,  apply  to  this  medium  also. 


MiCBOSCOPIC. 

The  morphological  characters  of  the  two  organisms  grown  in  milk  are 
similar  to  those  described  under  bouillon. 


XJsuallv  invisible,  or  is  indi- 
cated as  a  thin  dry  glaze 
after  several  days.  In  24 
hours,  at  37^  C,  micro* 
soopio  examination  shows 
an  abundant  growth. 


POTATO. 

Macboscopic. 

Usually  invisible,  or  appean  as  a  thin  dry 
glaze  at  the  end  of  36— 48  houn.  On 
microscopic  examination  nowth  is  very 
scanty,  and  dies  in  a  few  days. 
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POTATO— con^intied. 
KUhs-Loffler  Bacillus.  Xerosis  Bacillus. 

MiCBOSCOPIC. 

Enormoas  clubbed  forms  are  At  48  boun  tbe  bacilli  are  verj  short,  and 
present,  and  are  of  larger  there  is  a  marked  absence  of  dabbing, 
size  and  thicker  than  those  Segmentation  is  never  observed.  The 
formed  on  any  other  me-  organisms  are  arranged  in  pairs,  end  to 
dinm.  The  common  se^«  end,  and  in  groups  of  two  or  three  such 
mented  forms  are  few  m  pairs,  side  by  side,  approaching  in  appear- 
number.    Irregular  shapes  ance  more  nearly  to  the  short  variety  of 

are  particularly  numerous,         the    diphtheria    bacillus.     The    xerosis 
and     small     coccus  •  like  bacillus  stains    badly  and   slowly,   and 

bodies  are  also  present.  numerous     unstained     organisms  •  are 

noticed.    At  60  hours  none  stain  deeply 
— the  majority  are  unstained. 

The  foregoing  descriptions  apply  more  particularly  to  the  early 
generations  of  the  xerosis  bacillus.  After  subcultivating  on  blood- 
serum  through  a  number  of  (say  ten)  generations,  the  organism 
becomes  distinctly  shorter  and  more  slender,  and  more  curved.  The 
protoplasm  stains  evenly  throughout  the  length  of  the  bacillus,  and 
neither  clubbing  nor  segmentation  is  observed.  Nor  is  the  fre- 
quently mentioned  characteristic  "  clumping  "  so  well  marked.  The 
peculiarities  which  render  the  xerosis  bacillus  liable  to  be  mistaken 
for  the  diphtheria  bacillus,  and  which  are  lost  when  the  organism  is 
cultivated  for  many  generations  in  vitro,  can  be  restored  by  culti- 
vating  upon  glycerine  blood-serum  (inspissated)  for  one  or  two 
generations. 

Stains. — The  xerosis  bacillus  stains  well  with  all  the  aniline  dyes, 
and  is  not  decolourised  by  Gram's  method.  The  stains  giving,  per- 
haps, the  best  results  are  carbol-methylene-blue  and  aniline  gentian- 
violet.  With  the  former,  one  frequently  gets,  especially  in  old 
(four  to  six  days)  agar  cultures,  remarkably  good  examples  of 
metachromatism — ^portions  of  the  organism  being  stained  a  deep 
blue,  whilst  others  present  a  magenta  tint.  With  the  latter  stain 
the  bacillus  appears  somewhat  thicker  than  when  other  dyes  are 
used.  The  same  peculiarity  may  be  observed  in  staining  the  Klebs- 
Ldffler  bacillus  with  aniline  gentian- violet.  This  may  be  due  to  the 
sheath  also  taking  up  the  stain. 

Temperaiure. — Undoubtedly  the  optimum  temperature  for  the 
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growth  of  the  xerosis  bacillus  is  37®  C.  Growth  takes  place  up  to 
42®  C.  or  44j®  C.  ;  beyond  that  temperature  growth  is  inhibited. 
The  thermal  death  point  is  reached  at  58®  C,  an  exposure  to  that 
temperature  for  ten  to  fifteen  minutes  being  sufficient  to  kill  the 
organism.  Growth  will  also  take  place  at  19°  C,  but  is  very  feeble 
and  slow.    No  growth  whatever  occurs  below  15®  C. 

Vitality. — The  length  of  time  the  organism  will  retain  its  vitality 
upon  artificial  media  is  very  variable.  The  average  time  is  about 
three  to  five  weeks.  I  have  succeeded  in  obtaining  a  growth  Yfhm 
inoculating  from  a  blood-serum  culture  four  months  old.  I  have 
also  failed  in  the  case  of  some  cultures  only  three  weeks  old. 

Inocutodion  experimente. — Guinea-pigs  were  inoculated  with  48- 
hour  broth  cultures  of  the  bacillus  derived  from  each  of  the  thirteen 
cases ;  the  dose,  irrespective  of  the  weight  of  the  animal,  being  1  c.c. 
injected  subcutaneously.  At  the  end  of  the  forty-eight  hours  a 
varying  amount  of  oedema  had  appeared  at  the  seat  of  inoculadoiL 
This  lasted  for  two  or  three  days,  was  then  gradually  absorbed,  and 
in  ten  days  nothing  abnormal  could  be  detected.  The  animals 
never  refused  food,  nor  seemed  in  any  way  inconvenienced  by  the 
introduction  of  the  cultures  into  the  subcutaneous  tissue. 

Animals  were  killed  at  intervals  of  one,  two,  and  three  months 
after  inoculation,  and  beyond  a  slight  cicatricial  thickening  at  the 
seat  of  inoculation  nothing  coxdd  be  foxmd. 

At  varying  intervals  after  the  oedema  had  subsided,  48-honr 
broth-cultures  of  the  Klebs-Loffler  bacillus  were  inoculated  subcu- 
taneously. These  invariably  killed  the  animals  in  about  three  days, 
and  all  the  characteristic|)o«^moi^e9it  appearances  due  to  this  organ- 
ism were  present,  viz. — 

At  the  eite  of  inoctdation, — Extensive  local  oedema,  due  to  a 
fibrino-purulent  exudate  (and  in  which  living  Klebs-L5ffler  badlH 
may  be  demonstrated),  associated  with  more  or  less  hypenemia  and 
ecchymosis. 

Serous  cavitiee. — Excessive  serous  effusion  in  the  peritoneal, 
pleural,  and  pericardial  cavities. 

Liver  and  kidneys, — These  sometimes  exhibit  fatty  degeneration 
in  a  most  marked  manner.  (The  heart  muscle  also  shows  this 
change,  though  but  rarely.) 

Supra-renals. — Enlarged  and  hemorrhagic. 

Spleen  and  lymphatic  glands. — Swollen,  reddened,  and  sometimes 
showing  hsemorrhagic  patches. 
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With  regard  to  the  possible  production  of  a  toxine  by  the  xerosis 
bacillus,  the  following  experiments  were  performed : 

Flasks  containing  100  c.c.  of  neutral  bouillon  were  inoculated 
with  xerosis  bacilli  from  all  the  cases,  and  incubated  at  37^  C.  for 
two  months.  The  broth  was  then  filtered  through  a  Pasteur  filter, 
and  1  c.c.  of  the  dear  sterile  fluid  inoculated  snbcutaneouslj  into 
guinea-pigs,  weighing  about  250  grms.  On  the  following  day  some 
slight  cedema  was  observed  at  the  seat  of  inoculation.  This  cleared 
up  in  two  days,  and  the  animals  were  not  further  alEected. 

Control  experiments  with  diphtheria  toxine,  prepared  under  the 
same  conditions,  were  made  with  the  result  that  '5  c.c.  killed  a 
guinea-pig  of  the  same  weight  in  three  days. 

TbUB  CONJUNCnVAX  DiPHTHEBLA.. 

As  a  contrast  to  the  preceding  cases,  from  which  the  xerosis 
bacillus  was  isolated,  I  now  quote  a  recent  case  of  true  conjunctival 
diphtheria. 

The  patient  wsts  a  boy  aged  4  years.  Both  eyes  were  affected,  the 
lids  being  painful  rod,  and  swollen,  and  could  only  be  separated 
with  difficulty  owing  to  the  brawny  infiltration  of  the  subcutaneous 
tissue.  The  ocular  conjunctiva  was  chemosed ;  the  palpebral  por- 
tion congested  and  thickened,  presenting  patches  of  a  pale  greyish- 
yellow  membrane,  which  stripped  off  easily,  leaving  a  raw  bleeding 
surface  below.  A  thin  milky- white  discharge,  slight  in  quantity, 
was  also  noted.  Under  treatment  the  symptoms  rapidly  subsided, 
but  within  a  month  of  the  disappearance  of  the  membrane  from  the 
conjxmctiva  the  child  developed  a  well-marked  and  progressive 
paresis  of  the  extensor  muscles  of  the  left  forearm  and  hand 

bacteriological  examination. — Cover-slip  preparations  made  direct 
from  the  discharge  revealed  the  presence  of  numerous  polynuclear 
leucocytes  and  some  squamous  epithelial  cells,  whilst  the  bacteria 
present  consisted  of  staphylococci  and  slender  bacilli,  about  1*75 /i 
in  length,  and  presenting  a  beaded  appearance  when  stained  with 
carbol-methylene-blue.  None  of  these  bacilli  were  clubbed,  and  I 
was  totally  unable  to  decide  from  this  examination  whether  the 
organism  in  question  was  the  Klebs-Loffler  bacillus  or  the  xerosis 
bacillus. 

A  blood-serum  tube  was  then  inoculated  with  some  of  the  dis- 
charge from  the  lower  conjunctival  fornix  (left  eye),  and  incubated 
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for  sixteen  hours  at  37°  C.  At  the  end  of  this  time  a  scanty  growth 
was  observed,  consisting  of  several  small,  roimded,  raised,  opaque 
white  colonies  with  sharp-cut  edges,  averaging  1  mm.  in  diameter, 
which  microscopically  consisted  of  the  form  of  the  Klebs-LoflBer 
bacillus  known  as  the  long  variety.  At  the  end  of  twenty-four  hours 
colonies  of  staphylococci  were  noted,  and  also  an  irr^ular  growth  of 
jB.  svhtilis  along  the  edges  of  the  nutrient  surface. 

Inoculaiion  experiment, — From  the  growth  on  blood-serum,  agar 
plates  were  made,  and  a  pure  culture  of  the  B,  eltpA^AeruB obtained; 
from  this  latter  a  broth  tube  was  inoculated,  and  after  forty-eight 
hours'  incubation  at  37°  C,  1  c.c.  of  the  resulting  growth  was  ino- 
culated into  the  subcutaneous  tissue  of  the  abdomen  of  a  guinea- 
pig  weighing  258  grms.  At  the  end  of  sixty  hours  the  animal  was 
dead,  and  a  post-mortem  examination  demonstrated  the  presence  of 
those  pathological  conditions  associated  with  death  due  to  the 
JB.  diphikerUe.^ 

DiFFEBENTIAL   SfMMABT. 

In  differentiating  the  xerosis  bacillus  from  the  KlebB-Ld£9er 
bacillus  we  are  saved  all  trouble  in  the  case  of  first  cultiires  by  the 
fact  that  the  former  does  not  grow  on  blood-serum  at  37°  C.  imder 
thirty-six  to  forty-eight  hours,  whilst  the  latter  makes  its  appear- 
ance in  eighteen  to  twenty-four  hours. 

At  the  other  extreme,  with  cultures  some  fifteen  to  twenty  genera- 
tions old,  there  is  likewise  very  little  difficidty  in  distinguishing 
between  these  two  organisms,  as  the  xerosis  bacillus  then  appears  as 
a  much  shorter,  more  slender  and  more  curved  bacillus,  exhibiting 
neither  segmentation  nor  clubbing. 

But  in  the  case  of  early  sub-cultures  from  the  first  culture  the 
circumstances  are  entirely  altered,  and  we  have  to  deal  with  an 
organism  closely  resembling,  in  its  general  characters  and  mode  of 
growth,  the  Klebs-Loffler  bacillus — an  organism,  moreover,  which 
has  no  one  single  persistent  peculiarity  which  will  enable  us  to  say 
definitely,  this  is  the  xerosis  bacillus. 

We  have,  therefore,  to  depend  upon  the  sum-total  of  the  cultural 
anci  morphological  differences— minute  in  themselves — ^picked  out 

1  To  Dr.  Wasbboarn  my  best  thanks  are  due  for  his  kindness  in  performing 
these  inoculation  experiments  for  me,  and  also  for  mnch  valnable  advice  and 
assistance  during  the  ccnrge  of  these  experiments. 
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during  the  course  of  numerous  observations.  These  differences 
have  been  indicated  in  the  foregoing  parallel  descriptions  in  some 
detail,  but  to  sum  up  broadly,  the  chief  points  of  distinction  between 
the  xerosis  bacillus  and  the  diphtheria  bacillus  are  as  follows : 

1.  After  inoculation  from  the  secretion,  upon  blood-serum, 
colonies  of  the  xerosis  bacillus  do  not  appear  \mder  thirty-six  hours 
— those  of  B,  diphtherim  appear  in  sixteen  to  eighteen  hours. 

2.  When  grown  in  neutral  bouillon  or  milk  the  xerosis  bacillus 
never  gives  rise  to  an  acid  reaction — B,  diphtheria  invariably  does  so. 

8.  When  grown  upon  potato  the  xerosis  bacillus  rapidly  degene- 
rates and  dies — B,  diphtherias  grows  with  more  vigour,  and  to  a 
greater  size  than  on  any  other  medium. 

4.  When  grown  upon  10  per  cent,  gelatine,  colonies  of  the  xerosis 
bacillus  are  not  visible  to  the  naked  eye  under  forty-eight  hours — 
B,  diphtheriaB  colonies  can  be  recognised  in  twelve  to  twenty-four 
hours. 

5.  The  invariably  innocuous  nature  of  the  bouillon  cultures  of 
the  xerosis  bacillus  when  inoculated  into  the  subcutaneous  tissues 
of  animals  susceptible  to  the  B.  diphtheriae. 

As  to  the  exact  nature  of  the  xerosis  bacillus — ^whether  it  be  a 
non-virulent  and  slightly  altered  species  of  the  B,  diphtherim,  or  a 
totally  separate  and  distinct  bacillus — ^it  is  impossible  at  present  to 
decide.i  December  \7th,  1895. 


4.   Diphtheria  and  pseudo-diphtheria  bacilli. 

By  E.  A.  Peters,  M.D. 

In  the  bacteriological  diagnosis  of  diphtheria  certain  difficulties 
are  met  with  in  distinguishing  the  bacillus  which  is  the  cause  of  the 
disease.  (}reat  confusion  has  been  introduced  on  account  of  the 
use  of  the  term  pseudo-diphtheria  bacillus  in  different  senses  by 
different  authors.  After  the  discovery  of  the  Klebs-Loffler  bacillus 
by  Klebs    and  its   further  establishment   by  Loffler,  Hofmann 

1  The  ezptnsef  of  the  foregoing  experiments  were  defrayed  in  part  by  a 
grant  from  the  Scientiflo  Grants  Committee  of  the  British  Medical  Association. 
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described  a  short  bacillus  as  occurring  in  the  throat  in  various 
conditions.  He  distinguished  this  from  the  Klebs-Loffler  bacillus, 
and  gave  it  the  name  of  "  pseudo-diphtheria  bacillus."  It  was  non- 
pathogenic to  guinea-pigs. 

Martin  (1892)  described  three  kinds  of  diphtheria  bacilli : 

1.  Long,  entangled  forms. 

2.  Medium-sized  bacilli,  arranged  parallel-wise. 

3.  Short,  parallel  bacilli. 

He  further  remarks  that  the  relative  virulence  of  these  forms 
varies  with  the  length  of  the  bacilli.  The  long  form  1  is  most 
virulent,  while  3  is  least  so,  leaving  2  intermediate  in  virulence. 

Boux  and  Yersin,  in  their  researches  on  diphtheria,  found  a  large 
number  of  varieties  of  diphtheria  bacilli,  which  differ  from  one 
another  in  virulence  when  tested  by  inoculation  experiments. 
Some  were  non-virulent,  and  these  they  described  as  "  pseudo- 
diphtheritic,"  but  did  not  consider  them  to  be  morphologically 
distinct  from  the  viralent  varieties. 

It  has  been  my  aim  during  the  past  two  years  to  examine  bacilli 
from  cases  suspected  of  diphtheria,  and  to  cultivate  them  in  various 
ways,  with  a  view  to  determining  the  following  points: — (a) 
Whether  several  varieties  of  the  diphtheria  bacillus  exist,  and  if 
these  show  constant  morphological  differences.  (6)  The  compara- 
tive virulence  of  these  varieties,  (c)  The  relation  of  Hofmann's  to 
the  diphtheria  bacillus. 

The  material  has  been  derived  principally  from  Guy's  Hospital, 
where,  even  in  the  out-patient  department,  suspicious  cases  are 
examined  bacteriologically.  Fiurther,  when  holding  the  post  of 
house  physician  to  Dr.  Frederick  Taylor,  I  examined  throats, 
normal  and  diseased.  Dr.  Washboum  supplied  me  with  much 
material  of  importance  from  the  London  Fever  Hospital.  From 
this  large  amoimt  of  material  I  have  selected  any  bacilli  of  apparent 
interest,  and  have  submitted  them  to  various  tests. 

The  species  I  have  been  able  to  distinguish  are — 

1.  Long  pathogenic  bacilli  (typical  Klebs-Loffler). 

2.  Short  pathogenic  diphtheria  bacilli. 

3.  Short  non-pathogenic  bacilli  (Hofmann's). 

4.  Long  non-pathogenic  bacilli,  resembling  No.  1  in  morpho- 
logical aspect. 

The  number  of  specimens  of  the  above  which  have  been  examined 
all  morphologically  and  some  by  inoculation,  i 
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1.  Long  Kleb8-L5ffler  bacilli  .  .    over  100  cases. 

2.  Short  diphtheria  bacilli       ....        6  cases. 

3.  Hofmaun's  bacilli       ....    over    30  cases. 

4.  Long  non-pathogenic  bacilli        ...        1  case. 
Hie  virulence  of  every  one  of  these  specimens  was  not  tested, 

so  that  inasmuch  as  No.  4  differs  from  No.  1  chiefly  in  virulence,  it 
is  quite  possible  that  some  of  the  specimens  included  in  No.  1  really 
belong  to  No.  4. 

A.   MOBPHOLOGT. 

1.  Long  KlehS'Loffler  JBacUlus. 

a.  Cultivation  on  Coagulated  Blood-sebum  at  39°  C. — 
Minute  colonies  can  be  recognised  in  ten  to  twelve  hours ;  these 
increase  in  size,  and  will,  when  isolated  under  favorable  conditions, 
grow  to  the  diameter  of  -^ — |^  inch  in  twenty  to  twenty-four  hours, 
reaching  the  maTimum  for  each  colony  of  i— |  inch  in  three  days. 
The  colonies  are  of  a  deep  opaque  white,  and  are  well  raised  above 
the  surface  of  the  medium ;  the  surface  of  the  colony  appears  dry 
and  granular. 

Microscopical  appearances. — The  bacilli  vary  in  vegetative  cha- 
racter. Thus  some  of  the  stocks  will  exhibit  for  a  longer  period  the 
lihort  forms  which  characterise  young  growths. 

The  dates  given  below  are  average. 

Twelve  hours. — The  bacilli  lie  mostly  parallel-wise,  two,  four, 
or  six  together.  Each  bacillus  usually  shows  two  aggregations,^ 
and  appears  as  if  two  elementary  bacilli  were  joined  end  to  end, 
thotigh  such  segmentation  is  not  to  be  distinguished.  The  ele- 
mentary bacilli  without  aggregations  measure  1*8  /i  in  length  by  8  /i. 
The  bacillus  is  composed  of  a  darkly  staining  unsegmented  mass  of 
protoplasm,  covered  by  a  well-developed  sheath,  which  is  slightly 
drawn  out  at  one  end.  A  few  of  the  larger  forms,  which  characterise 
an  eighteen  hours'  growth,  are  present. 

Eighteen  hours, — The  greater  number  of  the  bacilli  are  long,  and 
stippled  with  aggregations,  into  two  or  many  divisions ;  4*5  /i  is  a 
common  length  for  the  bacilli.  Many  of  these  are  clubbed  at  one 
or  other  end.  There  are  a  few  squat,  pear-shaped  bacilli  to  be 
recognised,  together  with  bacilli  containing  as  many  as  twenty 
aggregations. 

1  In  this  paper  the  teim  "  aggregation  "  is  applied  to  the  separation  of  the 
protoplasm  of  a  micro-organism  into  the  more  darkly  staining  i 
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Thirty-six  hours. — ^The  protoplasm  now  appears  collected  into  the 
swollen  clubbed  ends  of  the  long  and  pear-shaped  bacilli.  These 
develop  metachromatism  with  the  aniline  djes  to  a  more  marked 
extent  than  occurs  with  the  yoiinger  bacilli. 

Seven  days, — The  greater  number  of  the  bacilli  do  not  stain 
regularly,  but  large  cocci-Hke  masses  stain  deeply.  These  are 
either  set  free  from  the  ghost-like  unstained  body  of  the  old 
bacillus,  or  remain  as  parts  of  involuted  bacilli.  The  forms  are 
very  numerous;  they  include  top-Hke  masses  marked  out  with 
circularly  staining  bands,  others  resemble  cocci ;  while  a  few  huge 
bacilli  still  retain  protoplasmic  segments.  The  minute  bacilli  of 
the  first  twelve  hours  have  entirely  disappeared,  and  metachro- 
matism is  general. 

b.  Glycebinb  Agab  at  27°  C. — ^The  long  bacillus  grows  well 
on  this  medium.  Its  colonies  appear  in  very  much  the  same  way, 
and  after  the  same  interval,  as  on  blood-serum.  The  dead  white 
colour  is  not,  however,  characteristic.  In  a  plate  cultivation  the 
largest  colonies  are  the  aerial ;  those  below  the  surface  are  lenticular 
or  ovoid,  and  their  size  depends  on  their  proximity  to  the  surface. 

1.  By  reflected  light  the  appearances  are  very  similar  to  those 
described  in  Section  a. 

2.  By  transmitted  light  \mder  the  microscope  the  colonies  are 
seen  to  be  finely  granular  and  of  a  light  brown  colour.  The  edge 
is  sharp,  while  the  growing  centre  is  darker  brown  and  of  some  depth. 

Microscopical  appearances, --The  bacilli  grown  on  this  medium 
are  slightly  different  in  appearance.  The  aggregations  developed 
are  very  numerous,  and  the  bacilli  grow  to  an  enormous  size. 

c.  Alkaline  Gelatine  at  22°  C. — ^A  growth  of  the  Klebs- 
Loffler  bacilli  appears  on  this  medium  in  eighteen  to  twenty  hours' 
time,  and  becomes  considerable  later.  The  bacilli  attain  to  a  less 
size  on  this  medium,  but  are  relatively  coarser.  The  young  un- 
segmented  bacilli,  however,  ^e  longer  than  the  unsegmented 
forms  of  other  media. 

d.  Peptone  Boihllon  at  37°  C. — ^A  cloudiness  appears  in  the 
broth  in  twelve  to  eighteen  hours,  while  a  rather  coarsely  granular 
precipitate  usually  forms  in  thirty  hours,  leaving  an  upper  stratum 
of  nearly  clear  fluid.  The  reaction  becomes  more  acid,  and  reaches 
its  maximum  acidity  in  three  days'  time,  while  a  return  to  alkalinity 
is  manifest  in  about  five  days'  interval  from  the  commencement  of 
the  culture. 
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The  above  results  were  obtained  from  broth  prepared  from  fresh 
meat,  to  which  peptone  and  salt  were  added  before  alkalisation  with 
soda  bicarbonate. 

Microscopical  appearances. — ^After  exposure  to  a  temperature  of 
37**  C.  for  forty  hours,  numerous  squat  bacilli  are  formed,  with  a 
central  dot  of  protoplasm.  These  are  of  nearly  the  same  size  as 
Hofmann's  bacillus.  A  few  longer  forms  (18  /i  or  more  in  length), 
however,  distinguish  the  long  Klebs-Loffler  bacillus  under  these 
circumstances. 

Three  days, — In  three  days  numerous  segmented  and  clubbed 
forms,  1*8  /i,  are  developed.  The  formation  of  these  short  bacilli 
is  due  to  the  absence  of  aerobic  conditions,  probably  to  the 
diminished  supply  of  oxygen,  and  not  to  the  composition  of  the 
medium  in  question.  If  the  bacilli  are  allowed  to  grow  on  sterile 
blotting-paper  soaked  in  the  medium,  the  long  segmented  forms, 
which  are  so  characteristic  of  the  growth  on  blood-serum  and  agar, 
are  present  in  no  small  numbers  in  the  scrapings  from  the  blotting- 
paper. 

Glycerine  Broth. — Microscopical  appearances, — Broth  contain- 
ing 5  per  cent,  of  glycerine  will  produce  bacilli  of  somewhat 
similar  appearance,  except  that  they  exhibit  increased  metachro- 
matism. 

FrvB  PER  Cent.  Glycerine  Blood-serxtm. — A  culture  of  KlebR- 
Loffler  bacilli  on  this  medium  at  37®  C.  brings  out  extremely  well 
the  metachromatic  character  of  the  protoplasmic  masses.  Involu- 
tion forms  are  extremely  well  marked,  as  is  also  aggregation  of 
protoplasm. 

Mile. — Milk  is  not  coagulated  by  the  Klebs-Loffler  bacillus, 
which  thrives  well  in  this  medium.  The  bacilli  are  similar  to  those 
grown  in  glycerine  broth. 

Potato. — The  bacillus  grows  well  on  an  alkaline  potato.  The 
growth  is  not,  however,  obvious  to  the  naked  eye,  except  as  an 
increased  transparency  of  the  surface.  In  old  preparations  it 
appears  as  a  brownish  powder. 

Micro$copi9dl  appea/rances  (twenty-seven  hours  ai  87®  C). — In 
twenty-seven  hours  the  growth  can  be  readily  recognised  microsco- 
pically as  consisting  of  a  few  enormous  clubs,  often  10  /i  in  length. 
The  clubs  are  larger  than  those  formed  on  any  other  medium  in  the 
same  time.  The  bacilli  also  form  numerous  cocci-like  bodies,  while 
the  ordinary  forms  are  few  in  number. 
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The  comparison  of  this  with  Hofmann's  bacillus  thus  grown 
exhibits  striking  differences. 

Acid  Media. — The  Klebs-Loffler  bacillus  does  not  grow  on  anj 
acid  medium. 

Anaebobic  CxtIiTUBb. — a.  Completely  anaerobic, — Durham's  appa- 
ratus was  employed,  in  which  hydrogen  is  used,  while  the  oxygen 
present  is  absorbed  by  pyrogallic  add  and  potash.  Under  these 
conditions  the  bacilli  did  not  grow,  and,  after  exposure  for  two 
weeks,  yoimg  cultures  have  lost  their  power  of  growing  on  removal 
to  the  ordinary  aerobic  conditions. 

h.  ParliaUy  anaerobic. — In  a  partially  anaerobic  condition,  which 
exists  when  agar  is  superimposed  on  cultures,  or  stab-cultures  are 
made,  some  growth  takes  place,  but  this  only  to  a  slight  extent. 

As  I  mentioned  above,  growth  in  broth,  which  may  be  considered 
as  partially  anaerobic,  results  in  the  development  of  stunted  bacilli. 
Accordingly  it  appears  that  the  long  Klebs-Loffler  bacilli  cannot 
grow  under  completely  anaerobic  conditions,  while  under  partially 
anaerobic  conditions  the  growth  is  diminished  and  the  bacilli  are 
stunted. 

Staining. — The  young  bacilli  stain  well  with  all  the  usual 
stains.  Carbol  methylene-blue  is  very  convenient  for  the  early 
forms,  while  it  brings  out  the  metachromatism  of  the  older  bacilli 
particularly  well.  The  older  forms,  which  lose  their  property  of 
staining  readily  after  three  days'  cultivation,  are  best  treated  with 
aniline  gentian- violet.  Gram's  method  stains  the  young  bacilli, 
while  the  protoplasmic  parts  of  the  older  bacilli  are  well  picked  out 
by  this  stain. 

Pathogeneeis. — The  inoculations  were  carried  out  upon  guinea- 
pigs. 

All  the  inoculations,  seven  in  number,  in  which  this  Klebs- 
Loffler  bacillus  was  employed  terminated  fatally  in  twenty  to 
forty-eight  hours.  A  forty  hours  broth-culture  was  used  in  all 
cases,  and  1  c.c.  injected  subcutaneously. 

The  usual  post-mortem  conditions  of  oedema,  with  hfiemorrhagic 
supra-renals,  and  serous  effusions  resulted. 

In  the  guinea-pigs  which  died  early,  oedema  and  serous  effusion 
were  imusiial ;  these  morbid  conditions  werefoimd  in  those  animals 
which  died  after  a  longer  interval.  One  stock  of  this  species,  which 
had  been  kept  in  vitro  for  eighteen  months,  proved  to  be  slightly 
more  virulent  than  the  primitive  stock. 
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PerMistence  of  the  type, — I  have  been  unable  to  permanently 
change  this  type  in  any  way,  though  it  has  been  grown  under 
various  conditions  for  two  years.  The  short  forms  which  develop 
on  broth  will,  when  transplanted  to  blood-serum,  reproduce  the 
bacilli  which  characterise  an  ordinary  growth  on  this  medium. 

VitalUy. — The  actual  vitality  of  this  bacillus  is  less  for  an  indi- 
vidual cultivation  than  in  the  case  of  either  the  short  diphtheria,  or 
Hofmann's  bacilli.  I  have  transplanted  successfully  from  only  one 
living  culture  which  approached  four  months  in  age.  In  broth 
cultivations,  kept  in  large  flasks  at  37°  C,  no  growth  results  from 
a  streak-culture  made  after  the  lapse  of  three  months. 

2.  Short  diphtheria  bacillus  (pathogenic). 

The  method  of  growth  of  this  bacillus  seems  to  be  almost  iden- 
tical with  that  of  the  bacillus  first  described ;  and  nearly  all  that  has 
been  said  concerning  the  naked-eye  appearances  of  the  long  Klebs- 
Loffler  colonies  will  apply  also  to  this  bacillus.  Frequently,  how- 
ever, the  bacillus  grows  indifferently  on  gelatme. 

Microscopically  the  two  bacilli  can  always  be  distinguished  if 
compared  under  the  same  conditions. 

Microscopical  appearances. — The  bacillus  is  stained  by  Gram's 
method. 

a.  Blood-sebum  Growth  at  30°  C. — Twelve  to  eighteen  hours. — 
The  bacilli  are  similarly  disposed  to  the  Klebs-Loffler  bacilli.  The 
individual  bacilli  are,  however,  conical,  the  poinr^  end  consisting 
of  a  sheath  which  does  not  stain  readily,  while  the  protoplasm  is 
represented  by  a  dark  mass  at  the  base  of  the  cone.  Th^  unseg- 
mented  bacilli  are  1*8  fx  in  length. 

Eighteen  howrs. — ^At  this  {)eriod  the  largest  number  of  the  bacilli 
are  still  short  and  conical,  and  the  numerous  elongated  forms 
of  the  true  Klebs-Loffler  bacilli  are  notably  absent.  There  are  a  few 
elongat>ed  bacilli,  and  some  also  are  clubbed.  The  former  are 
usually  half  the  length  of  the  segmented  bacilli  described  \mder 
No.  1 ;  the  aggregations  of  protoplasm  are  not  so  definite,  and  these 
bacilli  are  straighter  than  in  the  case  of  No.  1.  Clubbing  takes 
place,  but  the  clubs  are  smaller,  and  a  pointed  sheath  frequently 
projects  at  the  end  of  an  involution  form. 

Three  days. — The  bacilli  have  not  increased  in  length.  Clubbing 
and  metachromatism  have  taken  place,  but  altogether  on  a  smaller 
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scale  than  in  No.  1.  These  differences  are  noticeable  in  yarying 
degrees  on  other  media. 

PaiJiogenesis. — The  short  diphtheria  bacillus  is  undoubtedly 
pathogenic,  but  it  will  readily  lose  this  property. 

Inoculations  from  six  different  stocks  were  made  in  the  same 
way  as  described  under  the  heading  of  the  long  Klebs-Loffler 
bacillus,  i.  e,  1  c.c.  of  a  forty-hours  broth-culture  was  injected  sub- 
cutaneously. 

Stock  1. — The  guinea-pig  died  in  two  days. 

Pod'tnortem. — Locally  there  was  f oimd  a  patch  of  softened  tissue 
with  surrounding  oedema.  A  culture  made  from  this  yielded  a  pure 
growth  of  the  bacillus.  The  serous  fluids  were  not  increased.  The 
supra-renals  proved  to  be  hfiemorrhagic. 

One  year  after  another  guinea-pig  was  inoculated  in  a  similar  way. 
Slight  oedema  appeared  next  day.  This  soon  resolved,  and  the 
animal  recovered. 

The  experiment  was  subsequently  repeated  with  the  same  result. 

Stock  2. — A  similar  inoculation  was  made.  The  guinea-pig  died 
in  four  days. 

Foat-mortem. — Local  oedema  containing  bacilli.  Pericardial, 
pleuritic,  and  peritoneal  fluids  increased.  Enlarged  and  hsemor- 
rhagic  supra-renals. 

Stock  3. — ^After  a  similar  inoculation  a  guinea-pig  died  in  thirty 
hours. 

Poat-mortem. — Local  oedema.  Pleuritic  and  peritoneal  effusion. 
Hsemorrhagic  supra-renals. 

Stock  4. — Another  guinea-pig  was  inoculated  in  a  similar  way 
and  die4  in  two  days. 

Post-mortem, — Marked  local  oedema  extending  over  the  thorax. 
Pleuritic  and  pericardial  effusion.    Hsemorrhagic  supra-renals. 

Variation  of  this  type, — One  stock  of  this  bacillus  has  been  in  my 
possession  for  two  years.  It  has  never  changed  to  the  morpholo- 
gica  aspect  of  No.  1  (long  Klebs-Loeffler  bacillus),  thotigh  ciUtivated 
through  many  generations. 

The  stock,  though  at  first  virulent  to  guinea-pigs,  has  completely 
lost  this  property  (see  Stock  1). 

Lately,  this  bacillus,  which  at  first  showed  practically  no  change 
in  morphology,  has  become  smaller,  and,  though  still  differing,  heaxs 
some  resemblance  to  Hofmann's  bacillus ;  it  can  still  be  distinguished 
from  this  latter  species. 
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I  am  pursuing  further  experiments  \mder  this  heading. 

Vitality, — This  bacillus  retains  its  vitality  for  ordinary  cultivations 
for  a  longer  time  than  No.  1.  Thus  cultivations  are  still  found  to 
be  living  at  the  end  of  four  months.  Broth-cultivations  three 
months  old  yield  sub-cidtures. 

3.  I[qfmann^8  hctcillus,  or  the  short  pseudo-diphtheria  bacillus 
(non-pathogenic) . 

a.  CoAoxTLATED  Blood-sebum  AT  37°  C— The  young  colony  of 
this  bacillus  cannot  readily  be  distinguished  by  the  naked  eye  from 
those  of  Nos.  1  and  2.  The  limits  in  size  and  rate  of  growth  of  the 
colonies  follow  nearly  the  same  lines. 

The  old  colonies  are  characterised  by  a  prominent  growing  centre, 
while  the  surface  is  smooth  and  white.  Besides  this,  the  growth  is 
not  so  dead  white  as  in  Nos.  1  and  2. 

Microscopical  appearances, — This  bacillus  differs  considerably 
from  the  above-described  bacilli,  both  in  its  shortness  and  uniformity 
of  size. 

Twelve  hours, — The  bacilli  at  this  period  are  arranged  similarly  to 
Nos.  1  and  2,  but  there  are  extremely  few  long  forms  present. 
The  elementary  unsegmented  bacilli  are  squat  and  small ;  a  sheath 
passes  all  round  the  bacillus,  but  it  is  not  prominent  at  any  point. 
The  bacilli  measure  '9  /i  x  '4  /i. 

Eighteen  hours. — The  bacilli  have  altered  little,  and  keep  the 
same  disposition  for  several  days.  The  greater  number  of  the 
bacilli  have  two  aggregations,  and  appear  as  if  two  elementary  bacilli 
had  joined  end  to  end.  This  appearance  is  probably  due  to  aggre- 
gations of  protoplasm  in  a  single  bacillus. 

Twenty 'four  hours,^  Some  of  the  bacilli  become  slightly  swollen. 
This  enlargement  is  usually  restricted  to  one  aggregation  of  the 
doubly  segmented  bacilli. 

A  few  elongated  bacilli  with  many  aggregations  and  sHghtly 
clubbed  forms  may  now  be  noticed  ;  a  very  small  number  were  to  be 
seen  in  still  earlier  growths.    They  rarely  exceed  35  fi  in  length. 

Three  days, —In  older  preparations  the  small  swollen  forms  are 
frequent.  The  extensive  clubbing  which  characterises  preparations 
of  this  age  in  Nos.  1  and  2  is  almost  absent. 

These  bacilli  retain  their  staining  properties  for  some  time  longer 
than  Nos.  1  and  2. 
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Metachromatism  is  rarely  present. 

b.  Glyobbinb  Agab  Gbowth  at  37°  C. — ^The  growth  cannot 
be  distinguislied  macroscopicallj  from  Nos.  1  and  2.  It  is  usuallj 
slightly  greater.  The  bacilli  are  rather  larger  than  those  grown 
on  blood-serum,  but  the  appearances  are  otherwise  similar.  Old 
agar  preparations  become  brown,  a  point  first  noticed  by  Escherich. 

c.  Q-BLATiNB  (Alkaline)  at  22°  C. — The  growth  under  these 
conditions  is  rather  in  excess  of  that  of  Nos.  1  and  2.  The  colonies 
of  the  three  types  cannot  be  distinguished  by  the  naked  eye ;  with 
the  microscope  the  same  relative  differences  will  be  found  to  exist 
as  on  the  other  media.  The  bacilli  are  larger  and  coarser  than  on 
other  media. 

d.  Alkaline  Peptone  Bboth  at  37°  C. — The  phenomena 
connected  with  this  growth  show  three  points  of  difference  from 
No.  1: 

(1)  The  broth  does  not  become  so  soon  cloudy. 

(2)  The  precipitate  formed  is  usually  more  finely  granular. 

(3)  A  slight  reaction  to  the  acid  side  results  before  the  marked 
alkalinity  of  the  late  stage.  The  acidity  mentioned  is  not  so  intense 
as  in  No.  1. 

Forty  hows*  broth. — The  bacilli  are  similarly  arranged,  and  are 
also  of  the  same  shape  and  character,  but  are  decidedly  smaller  tlian 
on  blood-serum  preparations. 

Three  days. — A  few  swollen  forms  and  an  occasional  aggregation 
bacillus  are  noticed,  but  the  production  of  these  is  small  as  com- 
pared with  No.  1. 

6.  Glycerine  Bouillon,  5  pbb  Cent. — Slight  metachromatifim 
is  observed  with  this  medium. 

/.  Gltcebine  Sebum,  5  peb  Cent.  (Coagulated). — Coloniee 
grown  on  this  show  more  aggregation  and  clubbed  forms  than  on 
any  other  medium. 

Metachromatism  is  also  present  to  a  slight  degree,  especially  in 
old  specimens. 

g.  Milk. — Milk  is  not  coagulated  by  the  bacilli,  which  grow  in 
very  much  the  same  form  as  in  glycerine  bouillon. 

h.  Potato  (Alkaline). — Twenty-seven  hours  at  37°  C, — The 
bacilli  grow  very  well,  and  present  the  form  which  obtains  on  other 
media.  A  few  aggregation  and  swollen  bacilli  are  observed,  but 
these  are  rare,  and  very  small  when  compared  with  the  gigantic 
clubs  of  No.  1.    The  bacillus  is  stained  by  Gram's  method. 
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Fcdhogenesis, — ^All  the  experiments  show  that  Hofmaim's  bacillus 
is  non-pathogeuic. 

Thirteen  guinea-pigs  were  inoculated  from  various  stocks.  1  c.c. 
of  forty  hours'  broth-culture  was  the  dose  in  every  case.  Not  one 
died  from  the  inoculation,  nor  was  oedema  marked  in  any  case. 
Further,  there  is  evidence  that  no  toxin  is  produced. 

Seventeen  c.c.  of  filtered  broth-culture,  which  had  grown  one 
month  at  37°  C,  were  injected  subcutaneously  into  a  guinea-pig. 
The  animal  was  well  for  one  month  afterwards. 

Persistence  of  this  type. — I  have  cultivated  Hofmann's  bacillus 
for  two  years,  and  have  found  it  to  alter  very  little  in  morphological 
character.  The  medium  in  which  it  varied  most  in  my  hands  was 
glycerine  blood-serum.  On  this  medium,  forms  3*5  fi  in  length, 
with  the  protoplasm  collected  into  aggregations,  became  quite  nume- 
rous with  one  stock. 

This  stock  is  non-pathogenic. 

Vitality. — This  bacillus  retains  its  vitality,  under  ordinary  condi- 
tions of  growth,  for  a  longer  time  than  either  of  the  above  bacilli. 

Fresh  cultures  can  readily  be  prepared  from  culture  tubes  four 
months  old. 

4.  Long  non-pathogenic  bacillus. 

This  resembles  the  long  Klebs-Loffler  bacillus.  Clubbing  is, 
however,  not  so  well  marked,  nor  is  the  segmentation  so  definite.  It 
is  non- virulent  to  guinea-pigs  in  dosage  of  1  c.c.  of  a  forty  hours' 
broth-culture,  inoculated  subcutaneously. 

The  resemblance  of  this  to  the  long  pathogenic  bacillus  is  extremely 
close,  except  in  its  non-pathogenesis. 

The  two  bacilli  show  in  this  respect  a  marked  contrast. 


B.  Clinical. 

1.  The  long  Klebs-Ldjffler  bacillus  in  my  experience  has  been  foimd 
in  all  cases  of  typical  diphtheria  which  I  have  examined  bacteriolo- 
gically,  and  also  in  some  cases  in  which  the  nature  of  the  lesion  and 
symptoms  were  not  so  clear. 

2.  The  short  diphtheria  bacillus  in  my  experience  is  rare.  I  have 
met  with  it  in  only  six  cases. 

a.  The  short  diphtheria  bacillus  was  found  in  the  throat  of  a 
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nurse  in  charge  of  diphtheritic  patients.  The  nurse  was  enjoying- 
good  health,  and  was  in  no  way  inconvenienced  by  the  possession  of 
this  bacillus,  although  1  c.c.  of  a  broth  cultivation  was  fatal  to  a 
guinea-pig  in  forty-eight  hours.  This  stock  is  now  two  years  old, 
and  has  lost  its  virulence. 

h.  The  second  specimen  was  procured  from  a  case  of  mild  laryn- 
geal diphtheria  which  made  a  good  recovery. 

c.  The  third  stock  came  from  the  throat  of  a  boy  which  waa 
simply  in  a  catarrhal  state.  The  patient  had  been  indisposed  for 
two  weeks.  At  the  time  of  examination  he  felt  quite  well,  and  was 
walking  about.  A  few  cases  of  diphtheria  had  occurred  in  the 
school  previous  to  the  bacteriological  examination,  and  subsequent 
to  the  commencement  of  his  sore  throat. 

d.  Another  specimen  was  derived  from  a  case  in  which  there  was 
membranous  exudation  on  one  tonsil,  which  had  commenced  to 
infect  the  posterior  pillar  of  the  fauces  on  that  side. 

The  case  was  not  a  severe  one. 

Two  other  stocks  were  procured,  one  from  a  case  at  the  London 
Fever  Hospital,  in  which  a  diagnosis  of  diphtheria  was  not  justified 
on  clinical  groimds.  The  other  specimen  had  been  sent  for  diagnosis,, 
and  no  details  of  the  case  are  to  hand.  Cases  a  and  c  have  been 
described  by  Drs.  Washboum  and  GoodaU  in  the  '  British  Medical 
Journal.'  This  bacillus,  then,  appears  to  cause  mild  diphtheria,  and 
is  probably  infective. 

3,  HofmanrCs,  or  the  short  nonrpathogenic  bacillus,  a.  Nobbcai^ 
Thboats. — Twenty-five  throats  were  examined  in  the  usual  way ; 
the  resulting  cultivations  were  devoid  of  Hofmann's  bacillus. 

6.  Angina. — It  is  common  to  meet  with  this  bacillus  in  cases  of 
sore  throats  with  enlarged  and  catarrhal  tonsils.  Symptoms  of 
laryngitis  may  also  be  present.  I  met  with  four  such  cases  during 
six  weeks  at  Guy's  Hospital.     The  following  is  a  typical  case  : 

A.  B — ,  aged  6  years;  has  been  ill  three  days.  The  child  is 
pallid ;  temp.  101^  F.     Enlai^ed  tonsils  and  glands. 

A  bacteriological  examination  showed  only  Hofmann's  bacillus. 

Out-patient  treatment  was  instituted,  and  resulted  in  recovery  in. 
two  days. 

c.  FoLLicuLAB  TONSILLITIS. — I  have  examined  eight  severe  casea 
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of  this  disease.  In  all  of  these  the  infection  was  relegated  to  the 
tonsils  only.  A  small  slough  had  usually  appeared  on  one  of  the 
affected  tonsils.  In  half  the  cases  staphylococci  were  found,  while 
an  association  of  Hofinaim*s  bacillus  with  staphylococci  characterised 
the  other  four  cases.  These  cases  readily  recovered  with  ordinary 
out-patient  treatment.  The  disease  did  not  spread  from  any  of 
these  cases  to  my  knowledge. 

d,  Membbanous  Phabtngitis. — I  have  found  the  bacillus  un- 
accompanied by  the  Klebs-Loffler  bacillus  in  only  one  case  of  this 
disease. 

The  membrane  was  thick  and  mucoid ;  it  was  not  detached  by 
coughing.  This  membrane  persisted  for  three  days.  Three  culti- 
vations were  made,  and  Hofmann's  bacillus  was  present  in  each 
culture  tube. 

The  case  was  mild,  and  the  patient,  an  adult,  made  a  good 
recovery. 

e,  Labyngitis. — Two  cases  in  which  this  lesion  was  present  have 
come  under  my  notice.  From  both  of  these  Hofmann's  bacillus 
was  procured  in  large  quantities.  The  cases  had  both  been  treated 
with  antitoxin.  In  one  instance  mucoid  membrane  was  ejected  in 
considerable  amoimt — a  circumstance  which  suggests  setiology  to 
those  who  recognise  clinically  membranous  laryngitis. 

/.  XJloebative  Stomatitis.—  Two  children,  aged  respectively  four 
and  six  years,  presented  themselves  with  this  complaint  on  two 
consecutive  days ;  they  lived  in  the  same  block  of  industrial  buildings. 

Hofmaim*s  bacillus  was  present,  besides  many  other  organisms,  in 
both  cases. 

g.  ScABLBT  Feveb. — Three  undoubted  cases  of  this  disease,  in 
which  early  angina  was  well  marked,  yielded  profuse  growths  of 
Hofmann*s  bacillus  on  bacteriological  examination  of  the  fauces. 

h.  B5THELN. — Two  cases  of  this  disease  were  examined  bacterio- 
logically  in  Guy's  Hospital. 

Cultivations  from  the  throat  gave  almost  pure  growths  of  the 
bacillus. 

t.  In  !Diphthebia,  in  association  with  the  Klebs-Loffler  bacillus. 

This  association  is  frequent.  In  some  cases  the  bacilli  apparently 
grow  side  by  side,  while  in  others  one  bacillus  is  relegated  to  one 
part  of  the  track  only. 

Accordingly  the  two  practical  points  to  be  observed  in  making 
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cultivationa  are,  firstly,  to  insure  that  the  source  from  which  culti- 
vations  are  made  is  either  the  glottis  or  larynx,  in  cases  suspected  of 
primary  laryngeal  disease,  where  no  membrane  is  obvious;  and 
secondly,  to  examine  a  large  number  of  colonies  where  Hofmann's 
bacillus  alone  has  been  recognised. 

The  following  case  illustrates  these  remarks. 

E.  D— ,  Cot  56,  Mary  Ward.  Admitted  on  the  third  day  of  ill- 
ness  for  diphtheria  with  laryngeal  obstruction.  Temp.  101*^  F. 
Enlarged  glands,  tonsils  swollen  and  red.  Albuminuria.  Obstruc- 
tive laryngitis. 

Tbeatmbnt. — Tracheotomy  and  antitoxin. 

OuUivations, — (1)  From  trachea :  long  Klebs-Loffler  and  Hof- 
mann's  bacilli.     (2)  From  tonsils  :  Hofmann's  bacilli. 

Sixth  day  of  illness. — Fever  subsided,  and  tracheotomy  tube  re- 
moved. 

Thirteenth  day, — Nasal  discharge ;  otherwise  well. 

Cultivations. — (1)  Nasal:  Hofmann*s  bacilli.  (2)  Tonsillar: 
Hofmann's  bacilli. 

Eighteenth  day. — Temperature  rose  to  101°  F.  Antitoxin  rash. 
Nasal  discharge  ceased. 

Cultivations. — From  tonsillar  region :  long  Klebs-Loffler  and  Hof- 
mann's bacilli. 

Twenty-first  day. — Child  has  quite  recovered.  Neither  of  the 
bacilli  was  foimd  present  in  subsequent  cultivations. 

j.  Chbonic  Cobtza  apteb  Piphthebia. — It  is  usual  to  find 
Hofmann's  bacillus  in  these  cases. 

A  boy  aged  5,  on  whose  throat  the  long  Klebs-Loffler  bacillus 
had  been  found  in  the  acute  attack,  after  subsidence  of  the  symptoms 
was  affected  with  a  chronic  catarrh  of  the  fauces  and  nose.  Repeated 
cultivations  were  made  over  a  period  of  two  months.  Hofmann's 
bacillus  alone  was  found. 

The  cases  affected  with  Hofmann's  bacillus  unassociated  with 
diphtheria  bacilli,  which  have  come  under  my  notice,  have  always 
recovered.  Drs.  Washboum  and  Gk>odall  assure  me  that  all  cases 
of  throat  affection  in  which  this  bacillus  alone  is  found  are  always 
mild. 

Hofmann's  bacillus  does  not  follow  the  long  Klebs-Loffler  bacillus 
by  rote  in  diphtheria. 

Five  cases  in  which  the  long  Klebs-Loffler  bacillus  had  been 
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found  were  investigated.  Four  or  more  cultivations  were  made  in 
each  case.  In  not  one  of  these  cases  were  Hofmann's  bacilli  found. 
A  few  observations  on  throats  acutely  affected  with  Hofmann's 
bacilli  show  that  the  disappearance  of  the  bacillus  is  normallj  rapid. 

The  clinical  aspect  of  HofmanrCs  haxilluB  is — 

(a)  Wide-spread  occurrence  in  various  catarrhal  conditions  in 
which  the  causal  relation  is  unknown. 

(/3)  Mild  type  of  affection. 

(y)  The  bacillus,  though  frequently  co-existent  with,  does  not 
follow  the  long  Klebs-Loffler  by  rote. 

4.  The  long  non-paihogenic  IxiciUns  closely  resembles  the  long 
Klebs-L5ffler  bacillus. 

The  stock  which  came  into  my  possession  was  procured  from  the 
throat  of  a  friend  who  was  subject  to  chronic  faucial  catarrh. 


Conclusions. 

a.  There  are  two  morphological  species  of  pathogenic  diphtheria 
bacilli: 

1.  The  long  Klebs-Loffler  bacillus. 

2.  The  short  diphtheria  bacillus. 
The  main  points  of  difference  are — 

(a)  Morphological. — ^The  two  bacilli  can  be  readily  distinguished 
in  spite  of  certain  resemblances.  The  short  bacillus  has  greater 
vitality. 

(p)  Clinical. — ^The  short  diphtheria  bacillus  is  found  in  mild  cases, 
while  No.  1  occurs  in  typical  cases  of  diphtheria. 

(y)  Immutability. — I  have  not  been  able  to  convert  one  species 
into  the  other.  Each  individual  has  kept  for  two  years  its  special 
morphological  characters,  except  for  some  change  in  the  short  diph- 
theria bacillus  which  had  become  non-pathogenic.  This  slight 
alteration  in  morphology  was  directed  towards  Hofmann's  bacillus. 
(Further  experiments  on  these  points  are  being  carried  on  by  means 
of  serum  immunisation.)  There  is  also  a  non-pathogenic  bacillus 
closely  resembling  No.  1,  but  rare  of  occurrence, — No.  4. 

b.  Firu/ence.— Both  species  Nos.  1  and  2  are  virulent  when  ob- 
tained  from  the  throat.  The  long  Klebs-LSffler  bacillus  retains  its 
virulence,  while  the  short  diphtheria  bacillus  loses  this  property. 
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c.  The  relation  of  Hofmann's  bacillus  to  the  diphtheria  bacillus 
is  clear  on  certain  points. 

(a)  Hofmann's  bacilli  resemble  the  diphtheria  bacilli  espedallj 
in  mode  of  growth,  and  slightly  in  microscopical  characters.  (3) 
The  cases  in  which  it  is  found  may  be  mistaken  for  mild  diphtheria. 
The  prognosis  in  such  cases  is  good,  (y)  There  is  no  proof  forth- 
coming that  this  bacillus  is  an  attenuated  form  of  the  diphtheria 
bacillus,  though  the  short  diphtheria  bacillus,  when  it  becomes 
non-pathogenic,  tends  to  resemble  Hofmann's.  The  practical 
application  of  these  details  to  diagnosis  and  prognosis  are  of  some 
importance,  and  easy  to  carry  out. 

The  inoculation  experiments  were  conducted  by  Dr.  Washboum. 
My  best  thanks  are  due  to  Dr.  Goodall  and  other  gentlemen  who 
have  so  kindly  assisted  me  in  this  research,  and  especially  to  Dr. 
Washboum,  without  whose  advice  and  aid  this  paper  could  not  have 
been  written. 

Drs.  Frederick  Taylor  and  Cooper  Perry  have  kindly  allowed  me 
to  publish  details  of  cases  under  their  care. 

December  I7th,  1895. 


5.  Diphtheria  bacilli  in  a  cultivation  from  the  throat  twenty-two 
weeks  after  the  primary  attach ;  bacilli  markedly  virulent. 
{Card  specimen.) 

By  R.  T.  Hewlett. 

A  SCHOOLBOY  aged  15  was  attacked  by  diphtheria  at  the  beginning 
of  June,  1895,  and  cultivations  showed  the  presence  of  the 
Klebs-L5ffler  bacillus  on  June  5th.  Convalescence  commenced 
June  9th.  Further  cultivations  on  June  19th  and  June  26th  still 
showed  the  presence  of  the  bacillus,  but  on  July  17th  it  was  not 
found.  From  thence  until  October  no  examinations  were  made,  but 
before  readmission  to  school  an  examination  was  requested,  and  the 
Klebs-Loffler  bacillus  was  again  found  on  October  10th,  and  sub- 
sequently also  on  October  16th  and  31st  and  November  11th.  On 
November  18th  and  27th  and  December  13th  careful  examination 
failed  to  reveal  the  presence  of  the  bacillus. 

Three  500  grm.  guinea-pigs  inoculated  on  October  25th  with  1  c.c. 
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0*5  c  c,  and  0*25  c.c.  respectively  of  a  forty-eight  hours'  broth  culti- 
Tation  of  the  bacillus  isolated  from  the  October  16th  specimen  died 
in  thirty-six  hours  with  the  characteristic  lesions.  The  bacilli  were 
therefore  markedly  virulent. 

Although  the  Klebs-L5ffler  bacillus  was  not  found  on  July  17th 
there  can  be  little  doubt  that  it  was  present  throughout,  for  the  boy 
continued  in  good  health  after  convalescence  from  the  primary 
attack. 

Thus  the  Klebs-Loffler  bacillus  was  present  in  this  case  altogether 
for  a  period  of  over  twenty-three  weeks,  and  for  about  twenty-two 
weeks  after  the  commencement  of  convalescence,  and  at  nearly  the 
end  of  this  period  it  was  markedly  virulent. 

February  Uh,  1896. 


6.   The  escape  of  diphtheria  bacilli  into  the  blood  and  tissues. 
By  A.  A.  Kanthack  and  J.  W.  W.  Stephens. 

WHILE  bringing  the  following  observations '  before  the  Society, 
we  are  conscious  that  the  escape  of  the  diphtheria  bacillus 
into  the  blood,  tissues,  and  organs  more  or  less  distant  from  the 
seat  of  infection,  has  already  been  made  the  subject  of  careful  in- 
vestigation by  others,  especially  by  Continental  and  American 
writers.  In  this  country,  however,  the  researches  bearing  on  this 
question  have  received  but  little  attention,  although  it  is  one  both 
of  theoretical  and  practical  importance.  We  venture,  therefore,  to 
give  a  short  review  of  our  own  observations.  Before  doing  so  we 
shall  briefly  consider  the  work  already  done. 

Wright,*  of  Boston,  in  a  long  and  exhaustive  paper,  embodying  a 
large  amount  of  work,  states  that  in  fourteen  fatal  cases  he  found, 
by  cultivation  on  blood-serum,  diphtheria  bacilli — 

^  To  make  our  observations  complete,  we  have  incorporated  in  this  paper 
several  cases  which  have  occnnred  since  this  co-nmunication  was  made, 
s  <  Boston  Med.  and  Surg.  Joam.,'  October,  1894. 
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In  the  lungs  13  times ; 
In  the  cervical  or  bronchial  glands  5  times  ; 
In  the  liver  3  times  ; 
In  the  spleen  twice ; 
In  the  mesenteric  glands  twice ; 
In  the  heart's  blood  once ; 
And  in  the  kidney  once. 
He  also  notices  the  escape  of  the  bacillus  into  the  stomach  and 
oesophagus.     Since  then  Wright  has  published  another  paper  in 
conjunction  with  Stokes,^  from  which  we  gather  that  in  31  fatal 
cases  of  diphtheria,  which  apparently  include  the  above  14  cases,  the 
Klebs-Loffler  bacillus  occurred — 
In  the  limgs  30  times  ; 
In  the  kidney  6  times ; 
In  the  lymphatic  glands  often ; 

In  the  liver  9  times  (this  viscus  was  examined  in  29  cases)  ; 
In  the  spleen  5  times  ; 

In  the  heart's  blood  and  in  other  regions  occasionally. 
Frosch  ^  had  demonstrated  the  presence  of  the  diphtheria  bacillus 
by  means  of  cultivation  in  the  internal  organs  in  10  out  of  15  i^tal 
cases,  most  frequently  in  the  broncho-pneumonic  foci,  in  the  spleen, 
the  cervical  and  bronchial  glands.  Kolisko  and  Paltauf  ^  foimd  it 
in  the  spleen ;  Schmorl  *  in  the  cervical  glands  in  7  cases  out  of  10 ; 
Booker  ^  separated  it  from  the  spleen,  submaxillary  gland,  lungs, 
and  heart's  blood  in  a  single  case  examined.  Johnston  ^  examined 
a  single  case  and  found  it  in  the  lungs,  while  Strelitz  ^  saw  it  in  the 
Ixmg  in  1  case  out  of  8,  and  Flexner  ^  in  1  case  out  of  2.  Kutscher* 
was  able  to  demonstrate  the  diphtheria  bacillus  microscopically  in 
lung  sections,  and  in  part  by  means  of  cultivations  in  8  cases  out  of 
9  examined,  and  once  also  in  the  kidney  and  in  the  liver;  and 
Canon  ^^  found  it  repeatedly  in  cadaveric  blood. 

^  *  Boston  Med.  nnd  Surg.  Journ.,'  Mtirch  21st,  28tb,  and  April  4tb,  1895. 

a  '  Ztschr.  f .  Hyg.,'  Leipzig,  Bd.  xiii,  s.  1893. 

>  *  Wien.  klin.  Wochensclir.,*  1889. 

-*  <  Schmidt's  Jahrb.,'  Leipzig,  Bd.  ccxxxvii,  p.  110. 

«  *  Arch.  Pediat.,'  New  York,  1893,  vol.  x. 

*  <  Montreal  Med.  Journ.,'  September,  1891. 

■  '  Arch.  f.  Kinderb.,*  Stuttgart,  1891,  Bd.  xiii. 

*  '  Jobns  Hopkins  Hosp.  Bull./  Baltimore,  1893. 
»  '  ZUcbr.  f.  Hyg.,'  Leipzig,  Bd.  xviii,  s.  175. 

10  « Deatscbe  med.  Wocbenscbr.,*  Leipzig,  1893,  s.  1039. 
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Eecently  Stokes '  has  examined  9  fatal  cases  of  diphtheria  which 
had  been  treated  with  antitoxin,  by  means  of  cultures  taken  on 
serum  from  the  lung,  spleen,  kidney,  and  heart's  blood.  In  all  cases 
the  B.  diphiherue  was  found  in  the  lungs,  in  4  cases  also  in  the 
kidney,  in  1  case  in  the  spleen,  and  in  another  in  the  heart's  blood. 
To  this  last  we  must  add  the  observations  made  by  Sims  Wood- 
head,^  to  which  he  alluded  in  last  year's  discussion  on  diphtheria. 
"  So  far  as  he  could  make  out  from  his  notes  of  about  50  post- 
mortem examinations,  in  only  5  instances  had  he  been  able  to  find 
the  bacillus  in  the  lung."  At  the  same  meeting  one  of  us  *  showed 
microscopic  sections  from  2  cases,  exhibiting  the  presence  of  the 
£[lebs-Ldffler  bacillus  in  the  smallest  bronchioles  and  in  the  broncho- 
pneumonic  foci. 

It  is  evident,  then,  that  in  fatal  cases  of  diphtheria  the  escape  of 
this  bacillus  from  the  seat  of  infection  is  by  no  means  uncommon, 
and  that  the  general  statement  that  "the  Bacillus  diphtherise  is 
found  in  the  false  membrane  and  in  the  membrane  alone,"  and  that 
**  it  does  not  enter  the  lymphatic  or  blood  stream,"  *  is  by  no  means 
correct. 

1.  Passing  now  to  our  own  observations,  which  were  begim  in 
January,  1895,  we  have  foimd  that  in  the  cervical  and  bronchial 
lymphatic  glands  diphtheria  bacilli  are  often  found  in  fatal  cases. 
Unfortunately  we  kept  no  regular  account  of  the  frequency  of  the 
secondary  lymphatic  infections,  and  cannot  therefore  give  a  figure ; 
but  we  venture  to  say  that  it  is  of  common  occurrence. 

2.  In  twenty-six  recent  fatal  cases  we  carefully  examined  the  limgs 
for  the  presence  of  diphtheria  bacilli ;  of  earlier  cases  no  systematic 
consecutive  examination  was  made,  so  that  these  must  be  disregarded 
for  statistical  purposes.  Films  were  always  made  and  stained  with 
aniline-gentian-violet,  and  cultivations  on  a  special  form  of  serum 
agar-agar  were  employed.  In  all  these  twenty-six  cases  diphtheria 
bacilli  were  obtained  with  ease  and  in  large  numbers,  and  in  most 
cases  it  was  not  difficult  to  detect  them  in  the  films. 

3.  In  four  of  these  twenty-six  fatal  cases  the  spleen  had  not 
been  examined  ;  in  a  fifth  case  the  agar-agar  had  been  insufficiently 
sterilised,  but  in  the  remaining  twenty-one  cases  it  contained  diph- 
theria bacilli  in  ten  instances.     For  the  purpose  of  separating  the 

1  •  Boston  Med.  and  Surg.  Joum.,'  December  12th,  1895. 

»  '  Trans.  Path.  Soc.,'  London,  1895,  vol.  xlvi,  p.  311.  «  Ibid.,  p.  804. 

4  Sidney  Martin, '  Rep.  Med.  Off.  Privy  Coancil,'  London,  1892-3,  p.  425. 
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bacillus  from  the  spleen  the  surface  of  the  organ  was  cauterised 
with  a  red-hot  glass  rod,  and  with  a  platinum  loop  a  little  pulp 
was  removed,  and  two  to  four  tubes  inoculated  therewith. 

4.  The  kidneys  were  examined  for  the  presence  of  diphtheria 
bacilli  on  three  occasions ;  the  bacilli  were  discovered  twice. 

The  serum  agar-agar  which  we  use  is  prepared  with  ascitic,  pleu- 
ritic, or  hydrocele  fluid,  to  which  we  add  enough  caustic  potash  to 
prevent  it  from  coagulating  on  boiling.  We  then  mix  this  alkaline 
fluid  with  agar-agar  (15  to  2  per  cent.),  and  boil  it  up  in  the  ordinary 
way,  and  finally  after  filtration  add  to  the  clear  agar-agar  5  per 
cent,  glycerine.  This  is  by  far  the  best  medium  for  the  separation 
of  the  diphtheria  bacillus  with  which  we  are  acquainted.  Its  mode 
of  preparation  has  recently  been  published.^  We  consider  that  our 
results  are  greatly  due  to  the  possession  of  a  good  selective  nutrient 
medium. 

We  see,  then,  from  these  results  that  the  diphtheria  bacillus 
escapes  most  readily  into  the  lungs,  and  is  there  present  in  large 
numbers, — for,  contrary  to  Frosch  and  Wright,  for  the  purpose 
of  cultivation  we  used  small  quantities  of  material  for  inocula- 
tion ;  and  we  cannot  follow  Stokes  in  his  argument  that  in  these 
situations  the  bacilli  are  only  found  in  small  numbers,  for  if 
we  remember  that  every  platinum-loopful  spread  on  the  agar- 
agar  generally  gave  rise  to  numerous  colonies,  it  must  be  evident 
that  the  whole  organ  contained  an  appallingly  large  number  of 
diphtheria  bacilli.  On  comparing  our  figures  with  those  obtained 
by  Kutscher,  Wright,  and  Stokes,  we  find  a  pretty  close  agreement 
so  far  as  the  limgs  are  concerned,  for  they  obtained  bacilli  from  the 
lungs  in  forty-seven  out  of  forty-nine  cases,  while  we  obtained  them 
in  all  our  twenty-six  cases.  It  is  evident,  then,  that  in  fatal  cases 
of  diphtheria  the  specific  organism  is  very  frequently  indeed  found 
in  the  lungs ;  if  we  add  our  cases  to  those  described  by  the  Americans, 
in  sixty-five  instances  out  of  sixty-six.  We  should  mention,  however, 
that  although  Wright  says  in  the  summary  of  his  first  paper  that  the 
lungs  contained  the  Klebs-Loffler  bacillus  in  thirteen  out  of  fourteen 
c&ses,  from  his  published  notes  we  could  only  collect  twelve  cases 
which  showed  the  diphtheritic  infection  in  the  lungs,  so  that  possibly 
there  is  an  omission  somewhere  in  his  notes. 

We  must  now  examine  the  post-marlem  conditions  of  the  lungs  in 
these  cases  more  closely. 

^  *  LiiDcet,'  London,  1896,  vol.  i,  p.  835. 


Digitized  by 


Google 


ESCAPE   OF   DIPHTHERIA   BACILLI   INTO  TISSUES.  865 

(a)  In  Wright's  thirteen  cases  of  diphtheritic  lung  infection, 
described  in  his  first  paper,  hroncho-jpneumonia  existed  in  ten,  in  our 
cases  in  fifteen ;  so  that  we  must  take  exception  to  the  statement 
frequently  made  that  the  broncho-pneumonia  in  diphtheria  is  of 
pyococcal,  or  more  especially  of  streptococcal  origin.  In  most  cases 
it  appears  to  be  a  direct  diphtheritic  complication. 

In  those  cases  which  macroscopically  presented  nothing  abnormal, 
possibly  subsequent  histological  investigation  woiQd  show  either  the 
earliest  stages  of  broncho-pneumonia  or  the  changes  of  so-called 
capillary  bronchitis. 

Another  point  which  our  observations  bring  out  is  the  fact  that 
acute  broncho-pneumonia  complicating  diphtheria  is  not  necessarily 
or  even  generally  a  foreign  infection.  There  is  a  distinct  tendency 
amongst  bacteriologists  to  regard  the  streptococcus  more  than  any 
other  oi^anism  as  the  cause  of  such  broncho-pneumonia.  This  view 
seems  to  us  to  be  as  harmful  as  it  is  incorrect. 

(6)  The  next  point  to  be  considered  is  the  nature  and  type  of  the 
diphtheritic  lesion.  We  find  that  in  Wright's  thirteen  cases  above 
mentioned  it  extended  into  the  larynx  in  nine  cases,  and  in  our 
twenty-six  cases  twenty-four  times.  It  further  appears  that  broncho- 
pneumonia  is  most  frequently  associated  with  membrane  in  the 
larynx,  for  in  thirteen  out  of  the  twenty-four  laryngeal  cases  of 
ours  there  was  broncho-pneumonia ;  in  the  other  eleven  cases  the 
long  is  described  in  five  cases  as  natural,  in  five  as  collapsed,  in  one  as 
tubercular.  In  one  case  there  was  broncho-pneumonia,  but  neither 
during  life  nor  post  mortem  was  there  membrane  either  in  the  fauces 
or  in  the  larynx,  but  diphtheria  bacilli  were  readily  obtained  after 
death  from  the  mucous  membrane  of  the  trachea,  so  that  probably 
this  case  also  was  one  of  laryngeal  diphtheria.  Amongst  the 
nine  cases  of  laryngeal  diphtheria  incorporated  in  Wright's  paper 
broncho-pneumonia  was  found  after  death  in  six,  in  the  other  three 
cases  the  lung  is  described  in  one  case  as  containing  an  infarction, 
in  another  as  ecchymosed,  and  in  the  third  as  congested. 

(c)  Tracheotomy  had  been  performed  in  eighteen  out  of  our 
twenty-six  cases,  in  one  of  these  after  previous  intubation. 

In  Wright's  cases  no  mention,  \infortunately,  is  made  regarding 
this  point.  In  twelve  of  our  tracheotomy  cases  there  was  also 
broncho-pneumonia,  but  from  the  clinical  history  we  cannot  possibly 
accuse  the  operation  of  being  the  cause  of  the  lung  affection,  because 
in  most  cases  the  tracheotomy  was  an  emergency  operation,  since  the 
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children  were  generally  admitted  in  a  dying  or  serious  condition.  So 
far  as  we  have  been  able  to  obtain  detailed  notes  we  find  that  in 
most  instances  tracheotomy  was  performed  on,  or  soon  after,  admis- 
sion, and  that  the  patients  rarely  survived  the  operation  longer  than 
one  to  three  days. 

From  our  own  experience,  then,  we  cannot  agree  with  Sims 
Woodhead  in  the  assumption  that  micrococci  in  the  pneumonic 
patches  are  most  frequently  associated  with  tracheotomy.  In  all 
fairness  to  Dr.  Woodhead  it  should  be  remarked,  however,  that  he 
makes  this  statement  with  due  reservation. 

That  the  broncho-pneumonia  is  not  caused  by  the  tracheotomy  is 
further  shown  by  the  fact  that  in  three  cases  there  was  broncho- 
pneumonia without  a  previous  tracheotomy,  and  in  one  of  these  there 
was  membrane  in  the  trachea. 

Again,  we  have  six  cases  of  tracheotomy  without  obvious  broncho- 
pneumonia. Hence,  judging  from  our  own  observations,  we  come 
to  the  conclusion  that  the  broncho-pneumonia  which  is  so  frequently 
met  with  in  fatal  cases  of  diphtheria  is  often,  if  not  generally,  of 
diphtheritic  nature,  and  is,  as  a  rule,  associated  with  or  preceded  by 
laryngeal  diphtheria.  We  are  quite  aware  of  the  fact  that  the  Klebs- 
Loffler  bacillus  is  never  found  as  a  pure  growth  in  the  lung,  and 
that  it  is  generally  accompanied  by  streptococci  and  other  micro- 
cocci. These  organisms,  however,  are  also  found  at  the  primary  seat 
of  infection,  and  are  there  only  of  secondary  importance ;  and  there 
is  no  reason  why  in  a  broncho-pneumonia  where  the  diphtheria 
bacillus  is  present  in  large  numbers  they  should  be  of  greater 
importance.  Moreover  it  must  be  kept  in  mind  that  staphylococci, 
pneumococci,  and  streptococci  are  normal  inhabitants  of  the  bronchi, 
bronchioles,  and  alveoli,  and  therefore  on  cultivation  must  of 
necessity  appear  on  the  agar-agar  surface.  Microscopically  the 
diphtheria  bacilli  can  frequently,  if  not  generally,  be  seen  in  the 
alveolar  spaces.  Since  our  own  histological  investigations  are  as 
yet  incomplete,  we  are  compelled  to  speak  with  some  caution. 

Wright  and  Stokes  agree  with  us  that  the  broncho-pneumonia  of 
diphtheria  may  be  due  to  the  diphtheria  bacillus,  with  or  without 
the  association  of  streptococci,  staphylococci,  and  pneumococci.  In 
nineteen  cases  of  broncho-pneumonia  compHcating  diphtheria  they 
found  the  B.  diphtherue  alone  in  eight ;  together  with  the  strepto- 
coccus in  five ;  together  with  the  streptococcus  and  the  staphylococcus 
aureus  in  two  ;  together  with  the  streptococcus,  pneumococcus,  and 
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staphylococcus  aureus  in  one;  together  with  the  staphylococcus 
aureus  in  one  ;  together  with  the  streptococcus  and  pneumo- 
coccus  in  one;  and  the  streptococcus  alone  in  one  case.  On  the 
other  hand,  as  we  ako  observed,  the  B,  diphtherUe  may  be  found 
with  or  without  these  micrococci,  apparently  without  there  being  any 
broncho-pneumonia. 

In  our  studies  a  small  platinum-loopful  is  removed  from  the  lungs 
and  smeared  over  the  surface  of  the  agar-agar,  and  the  fact  that 
numerous  or  even  any  diphtheria  bacilli  colonies  are  obtained  must 
mean  that  the  lungs  are  crowded  with  them,  and  that  the  amount 
of  toxines  produced  in  them  must  be  enormous.  We  shall  return  to 
this  point. 

(d)  Spleen. — ^Wright  succeeded  in  finding  bacilli  in  the  spleen  in 
two  cases  out  of  fourteen.  In  five  cases  the  condition  of  the  spleen 
post  mortem  is  described  as  one  of  acute  congestion,  but  in  the  two 
cases  where  the  bacilli  were  found  no  remark  is  made  as  to  its 
condition. 

In  one  of  these  cases  bacilli  were  also  present  in  the  lungs,  though 
in  the  other  case  the  examination  of  the  lungs  gave  negative  results. 
Wright  and  Stokes,  adding  all  their  cases  together,  found  the  diph- 
theria bacillus  in  the  spleen  in  six  out  of  forty  cases. 

In  our  twenty-six  cases  bacilli  were  found  in  the  spleen  in  ten 
cases,  in  four  of  the  remaining  sixteen  cases  no  examination  was 
made,  and  in  one  the  examination  was  unsuccessful  on  account  of 
insufficient  sterilisation,  so  that  we  may  say  that  bacilli  were  looked 
for  in  twenty-one  cases  and  found  in  ten.  (This  result,  differing 
from  that  of  Wright  and  Stokes,  we  think  may  be  due  to  chance,  or 
to  the  use  of  our  particular  serum  agar-agar.)  The  condition  of 
the  spleen  is  not  noted  in  fifteen  cases,  and  is  of  little  importance. 
We  find,  further,  that  the  presence  of  bacilli  in  the  spleen  is  asso- 
ciated in  all  these  cases  with  the  presence  of  bacilli  in  the  lungs, 
and  that  in  70  per  cent,  there  was  broncho-pneumonia. 

We  conclude,  therefore,  that  in  fatal  cases  of  diphtheria  the  Klebs- 
Loffler  bacillus  is  far  more  frequently  found  in  the  lungs  and  spleen 
than  is  generally  supposed ;  in  the  lungs,  indeed,  it  is  almost  always 
present  in  large  numbers.  We  do  not  venture  to  generalise  from 
these  observations,  which  cannot  be  considered  numerous ;  but  if  we 
add  to  them  those  of  others,  especially  those  of  Wright  and  Stokes, 
they  gain  considerably  in  importance,  and  go  far  towards  proving 
our  thesis  "  that  in  fatal  cases  there  is  an  extensive  escape  of  the 
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diphtheria  bacillus  into  the  lungs  and  other  organs,"  that  is, 
''that  in  fatal  cases  the  diphtheritic  infection  readily  becomes 
general." 

K  we  now  review  all  the  facts  in  our  possession  we  find  that — 

1.  The  diphtheria  bacilli  may  escape  from  the  original  seat  of 
infection  by  direct  transference,— as,  for  instance,  when  we  have 
cutaneous  diphtheritic  sores  during  the  course  of  diphtheria.  We 
have  had  two  such  cases  at  St.  Bartholomew's  Hospital,  where 
children  admitted  for  very  severe  diphtheria  also  presented  several 
cutaneous  membranous  sores  on  the  face  and  on  the  neck,  in  which 
the  BQebs-Loffler  bacillus  was  readily  found.  Wright  also  describes 
several  such  cases. 

2.  The  bacilli  may  escape  along  existing  passages  from  the  seat  of 
infection — 

(a)  To  the  nose ; 
(6)  To  the  eyes  ; 

(c)  To  the  ears ; 

(d)  To  the  pharynx  and  oesophagus ; 

(e)  To  the  stomach  and  intestines  ; 

(/)  To  the  trachea,  bronchi,  bronchioles,  and  lung  alveoli. 
8.  The  bacilli  may  escape  from  the  seat  of  infection  along  the 
lymphatics — 

(a)  Into  the  cervical  glands  ; 
(6)  Into  the  bronchial  glands. 
4.  The  bacilli  may  escape  from  the  primary  or  secondary  seat  of 
infection  through  the  circulation — 

(a)  Into  the  blood  (heart)  ; 
(6)  Into  the  spleen ; 

(c)  Into  the  liver ; 

(d)  Into  the  kidney. 

The  occasional  presence  of  the  bacilli  in  the  mesenteric  glands  may 
be  explained  in  various  ways.     They  may  have  escaped  there  either — 
(a)  Through  the  circulation ;  or 

(6)  From  the  stomach  or  intestines,  infected  secondarily ;  or 
(c)  Through  the  digestive  tract,  having  been  swallowed,  without 
leading  to  a  secondary  infection. 
Wright,  Abbott  and  Ghriskey,'  and  Zamiko*  have  recorded 
animal  experiments  which  clearly  estabUsh  the  possibility  of  this 

^  '  Johns  Hopkins  Hosp.  Bull.,'  Baltimore,  April,  1898. 

*  *  Centralbl.  f .  Bakteriol.  a.  Parasitonk.,'  Jena,  1889,  Bd.  vi. 
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bacterial  escape,  although,  as  our  exx)ermients  also  show,  it  does  not 
seem  to  be  of  frequent  occurrence. 

Thus  Wright  finds  the  diphtheria  bacillus  amongst  inoculated 
animals — 

In  166  livers,  nineteen  times ; 

In  152  spleens,  fifteen  times ; 

In  168  blood  examinations,  seven  times  ;  and 

In  161  kidneys,  four  times. 

Abbott  and  Ghriskey  demonstrated  that  in  exceptional  instances 
diphtheria  bacilli,  when  deposited  under  the  skin  of  smaller  animals 
(guinea-pigs),  may  be  found  in  the  lymphatic  apparatus  of  the 
omentum,  and  that  when  the  injections  are  made  into  the  testicles 
of  these  animals  they  are  also  found  in  masses  in  the  omental  lymph 
spaces  of  three  out  of  four  animals  inoculated.  To  these  experiments 
also  must  be  added  those  of  Bllein,^  who  has  shown  that  on  inocula- 
lating  milch  cows  subcutaneously,  diphtheritic  lesions  may  appear  in 
distant  areas  and  diphtheria  bacilli  may  escape  with  the  milk. 

Our  own  experiments  on  this  point  are  far  from  complete,  and  we 
shall  therefore,  for  the  present,  abstain  from  any  criticism  of  these 
observations  of  others. 

We  now  pass  to  the  fipa.1  conclusions,  which  we  venture  to  draw 
from  these  investigations. 

1.  They  have  first  a  direct  bearing  on  the  process  of  intoxication 
in  diphtheria.  Sidney  Martin  *-*  explains  this  process  in  the  follow- 
ing manner.  His  major  premise  is  that  the  diphtheria  bacillus  is 
not  found  beyond  the  membrane  or  primary  seat  of  infection.  Here 
a  ferment  or  enzyme-hke  substance  is  secreted  or  formed  by  the 
bacilli — a  substance  possessing  strong  proteolytic  action.  This  body 
is  absorbed  into  the  blood  and  tissues,  and  by  virtue  of  its  digestive 
action  on  the  tissue  proteids  leads  to  the  formation  of  specific  toxic 
albumoses — the  diphtheria  albumoses ;  so  that,  then,  according  to 
him,  the  primary  ferment-like  product  of  the  bacteria  is  not  the 
actual  toxine,  but  the  intoxication  is  brought  about  by  the  albu- 
moses and  organic  acid  called  into  existence  by  this  ferment.  This 
view  is  based  on  the  observation,  that  from  the  blood  and  organs, 
and  specially  from  the  spleen  of  children  who  have  succumbed  to 
diphtheria,  large  quantities  of  albumoses  can  be  obtained,  which, 
when  injected  into  the  rabbits,  produce  most  striking  diphtheritic 

»  «Rep.  Med.  Off.  Privy  Council,'  London,  1889,  p.  167;  ibid.,  1890,  p.  219. 
Ibid.,  1892-93,  pp.  427—480. 
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lesions.  From  cultures  in  alkali-albumen  solutions,  albumoses  acting 
similarly  could  be  obtained.  In  the  membrane,  however,  albumoses 
were  practically  absent. 

This  Yiew  seems  to  us  to  be  open  to  some  objections — 

1.  We  have  no  evidence  that  the  ferment-like  substance  when 
inoculated  into  an  animal  leads  to  the  formation  of  toxic  albumoses. 

2.  The  ferment-like  body  of  the  membrane  is  much  more  active 
than  the  albumoses  from  the  spleen  and  other  organs. 

3.  Evidence  is  gradually  accumulating  that  the  specific  tozines 
are  not  albumoses  or  ordinary  proteids,  and  in  the  case  of  the  diph- 
theria bacillus  by  growing  it  in  asparagin  solution,  XJschinsky  *  has 
obtained  a  toxine  which  does  not  react  as  an  albumose  or  ordinary 
proteid. 

We  know  that  albumoses  are  formed  in  the  course  of  many  infec- 
tive processes,  but  that,  as  in  the  case  of  tetanus,  they  are  apparently 
mere  concomitants  or  contaminations,  which,  during  the  precipita- 
tion with  alcohol  or  whatever  reagent  is  used,  may  be  carried  down 
together  with  the  true  poison. 

We  believe  that  the  toxine  is  a  direct  product  of  the  diphtheria 
bacillus,  which  in  the  membrane  is  found  in  its  purest  form,  and  that 
wherever  the  diphtheria  bacillus  occurs  there  also  this  toxine  exists. 
Hence,  since  this  bacillus  exists  in  the  lungs  in  large  numbers  in 
fatal  cases,  the  toxine  also  must  exist  there  in  great  quantity. 
Therefore,  in  such  cases  the  amount  of  poison  present  at  death  is 
very  considerable.  It  is  absorbed  as  such  by  the  blood  and  tissues, 
and  passes  therefore  also  into  the  spleen  and  kidneys.  Add  to  this 
that  we  frequently  find  diphtheria  bacilli  actually  in  the  spleen,  and 
we  can  no  longer  wonder  that  toxic  substances  occur  in  this  organ. 
That  in  precipitation  with  alcohol  they  appear  to  be  albumoses  may 
be  accidental,  the  albumoses  coming  down  together  with  the  true 
toxine,  so  that  as  a  matter  of  fact  we  have  a  mixture  of  albumoses 
jplu8  toxine  rather  than  a  toxic  albumose,  as  Buclaux  ^  pointed  out 
some  few  years  back. 

In  his  exhaustive  chemical  researches  Martin  has  not  realised,  it 
seems  to  us,  the  extensive  distribution  of  the  diphtheria  bacillus  in 
most,  if  not  all,  fatal  cases.  His  own  cases  are  just  the  kind  of 
cases  in  which  we  should  have  expected  to  find  bacilli  in  the  limgs, 
for  they  were  generally  cases  of  laryngeal  diphtheria  (four  out  of 
^  *  CentralbL  f.  Bakteriol.  u.  Parasitenk.,'  Jena,  Bd.  xiv,  p.  816. 
«  '  Ann.  da  I'lnst.  Pasteur,'  Paris,  1892,  tome  vi,  p.  869. 
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six),  and  in  one  of  these  there  was  also  broncho-pneumonia.  But 
the  observations  of  Wright  and  Stokes  and  our  own  show  that  in 
fatal  cases  of  diphtheria  the  lung  is  almost  always  infected 
(namely,  in  sixty-five  out  of  sixty-six  cases). 

We  think,  therefore,  that  the  simplest  view  to  take  of  the  process 
of  diphtheria  intoxication  is  that  the  bacilli  wherever  present 
secrete  a  toxine — ^which  is  not  an  albumose,  but  a  substance  at 
present  chemically  undefined — which  is  directly  absorbed,  and  acts 
directly  as  a  nerve  and  general  tissue  poison ;  and  that  the  albu- 
moses  are  only  secondary  products,  poisonous  no  doubt,  but  not  of 
specific  importance ;  and  that  since  in  fatal  cases  the  bacilli  are 
present  in  large  numbers  in  the  membranes,  and  are  absent  or 
present  only  in  smaller  numbers  in  the  spleen,  therefore  a  less 
active  toxine  is  obtainable  from  the  latter  than  from  the  former ; 
and  that  when  bacilli  are  absent  from  the  spleen  the  toxine  has 
been  absorbed  into  the  spleen  from  the  membranes  or  lungs.  At 
any  rate,  it  seems  to  us  that  the  albumose  theory  in  the  form  pro- 
posed by  Martin  cannot  stand,  unless  the  absence  of  bacilli  beyond 
the  membranes  is  established,  and  even  this  would  hardly  be  a  con- 
vincing argument. 

2.  Clinically  we  think  our  observations  are  of  importance,  since 
they  prove  the  necessity  of  using  the  antitoxine  energetically  in  all 
serious  cases  of  diphtheria,  the  amount  of  toxine  to  be  counteracted 
being  always  enormous  when  the  bacilli  have  gained  access  to  the 
lungs  or  other  organs.  The  existence  or  suspicion  of  broncho- 
pneumonia should  always  excite  us  to  action,  and  the  antitoxine 
should  not  be  spared  when  this  complication  arises.  We  would 
also  suggest  that  in  laryngeal  cases  prompt  and  copious  injections 
should  be  administered  in  order  to  circumvent  the  dangers  of  a 
diphtheritic  broncho-pneumonia. 

January  21«^,  1896. 

We  append  a  table  which  has  been  drawn  up  from  all  the  cases 
examined  by  us,  setting  forth  all  the  various  points  on  which  our 
conclusions  have  been  based. 
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Addendum. — Since  the  above  communication  was  made,  a  paper 
has  appeared  by  J.  Nowak  ^  which  confirms  and  strengthens  the 
position  taken  by  Wright  and  ourselves.  This  writer  examined  the 
blood  and  spleen  in  22  fatal  cases  of  diphtheria — ^all  children,  and 
found  in  9  cases  the  Klebs-Loffler  bacillus  associated  in  each 
instance  with  the  Streptococcus  pyogenes  (in  a  tenth  case  a  bacillus 
resembling  the  diphtheria  organism,  but  not  pathogenic  to  guinea- 
pigs).  Nowak  apparently  is  not  familiar  with  the  publication  of 
Wright  and  Stokes,  for  he  covers  the  same  ground  without  a  single 
allusion  to  their  works,  although  Wright's  paper  had  been  fully 
abstracted  in  the  *  Centralblatt  f  iir  Bakteriologie.'  Our  figures 
closely  agree  with  Nowak's,  for  we  foimd  diphtheria  bacilli  in  the 
spleen  in  10  out  of  21  cases.  We  must  also  allude  to  the  observations 
of  S.  Belf onti,*  as  epitomised  in  the  *  Centralblatt  fur  Bakteriologie,' 
the  original  communication  having  been  inaccessible  to  as.  He 
examined  26  cases  of  broncho-pneiimonia  appearing  in  the  course  of 
diphtheria,  and  found  the  Klebs-Loffler  organism  in  21  instances, 
4  times  alone  and  17  times  associated  with  pyogenic  germs.  He 
therefore  believes,  as  we  do,  that  there  is  a  true  diphtheritic 
broncho-pneumonia.  He  also,  it  appears,  is  not  familiar  with  the 
American  literature. 

Since  March  we  have  had  the  opportunity  of  examining  six  more 
fatal  cases.  In  all  six  diphtheria  bacilli  were  found  in  the  l\mgs,  in 
two  in  the  spleen,  and  in  one  in  the  kidney  as  well.  Hence,  taking 
all  our  32  cases,  the  bacilli  occurred  in  the  limgs  in  all  instances ; 
in  the  spleen,  on  the  other  hand,  they  were  found  12  times  in  27 
examinations. 


7.  Cultural  variation  in  Streptococcus  pyogenes  bovis. 

By  Samuel  G.  Shattock. 

[With  Plate  Xn.] 

FOR  a  considerable  time  I  have  observed  in  this  micro-organism  a 
cultural  variation  which  has  arisen  during  the  course  of  a  series 
of  sub-cultures,  carried  on  from  an  original  isolated  by  Professor 
Crookshank  from  the  suppurating  peritoneal  cavity  of  a  Jersey  cow. 

1  *Centralbl.  f.  Bakteriol.  u.  Parasitenk.,'  Jena,  Bd.  xix,  pp.  982—991. 
«  •  Ibid.,  p.  618. 
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Professor  Crookshank  holds  that  Streptococcus  pyogenes  homs  and 
Streptococcus  pyogenes  hominis  are  distinct  varieties,  since  when  grown 
under  exactly  identical  conditions  there  is  "  more  difference  in  cul- 
tural characters  between  them  than  between  Streptococcus  pyogenes 
hominis  and  Streptococcus  erysipelatosus.**  Minute  differences  in 
macroscopic  cultural  characters,  however,  as  experience  has  proved, 
can  no  longer  be  safely  relied  upon  as  indicative  of  true,  t.  e.  stable 
differences  between  closely  related  bacteria.  Of  more  import- 
ance is  the  marked  difference  between  the  two  microbes  in  question 
in  regard  to  their  hardiness  of  growth.  No  organism  grows  more 
readily  and  certainly  than  Streptococcus  pyogenes  hovis,  and  this  after 
an  imlimited  number  of  sub-cultures  ;  on  the  contrary,  the  Strepto- 
coccus pyogenes  hominis  it  is  very  difficult  to  subcultivate  on  ordinary 
solid  media:  one  might  compare  them  in  this  respect  with  the 
pneumococcus  of  Friedlander  and  that  of  Frankel. 

The  variation  is  now  almost  constant  in  this  particular  strain, 
and  as  it  has  not  yet  been  noticed  I  venture  to  describe  it  in  detail 
For  some  while  I  assumed  the  appearance  in  question  to  have  arisen 
from  a  contamination,  and  took  it  almost  for  granted  that  two  differ- 
ent organisms  were  growing  symbiotically.  A  careful  investigation 
proved  that  this  was  not  the  case.  The  variation  arises  in  cultures 
started  from  plate  colonies  made  from  the  normal  or  more  com- 
monly constituted  parts  of  the  culture.  I  have,  moreover,  several 
times  obtained  the  same  tesult  by  sowing  jelly  tubes  from  the 
lowest  end  of  a  stab  culture  where  the  growth  has  presented  the 
ordinary  well-known  characters ;  this  may  be  carried  out  by  breaking 
off  the  bottom  of  the  test-tube,  and  shaving  away  the  jelly  with 
a  sterilised  knife  until  the  lowest  end  of  the  culture  is  almost 
reached :  the  colonies  can  then  be  transfixed  with  the  platinum  wire, 
and  stab  cultures  made  in  the  usual  manner. 

The  variation  under  consideration  consists  in  the  outgrowth  of 
mossy  tufts  from  certain  of  the  colonies  which  develop  along  the 
line  of  a  stab  culture.  The  outgrowths  affect  certain  only  of  these 
colonies,  and  are  at  first  quite  minute  and  sessile.  They  are  espe- 
cially marked  in  the  uppermost  part  of  the  jelly,  growing  from  the 
lower  aspect  of  the  small  superficial  extension  at  the  entrance  site  of 
the  puncture  (nail-head). 

With  a  pocket  lens  these  tufts  can  be  resolved  into  tortuous  rows 
of  minute  points ;  they  present  not  a  hairy,  but  what  is  best 
described  as  a  mossy  character.     The  growth  is  veiy  like  that  which 
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at  times  occurs  in  stab  cultures  of  Bacillus  coli  communis,  of  whicli 
a  typical  illustration  is  given  by  Sternberg  in  his  'Manual  of 
Bacteriology.'  Sternberg's  cultures  were  carried  on  in  a  25  per  cent, 
jelly.  The  likeness  is  the  closer  as  Bacillus  coli  communis  in  a  stab 
culture  presents  the  same  primary  method  of  growth,  viz.  a  line  of 
discrete  grains  or  miliary  colonies,  commonly  flattened  where  apposed, 
and  altogether  remarkably  like  a  highly  magnified  streptococcus. 
For  the  sake  of  precision  I  may  cite  a  typical  observation. 

March  19th,  1895. — I  made  a  stab  culture  in  gelatine  from  a  recent 
broth  cultivation  of  the  streptococcus.  It  grew  in  every  way  typi- 
cally, but  by  March  30th  there  was  a  distinct  outgrowth  from 
near  the  lower  extremity  of  the  line.  As  studied  with  a  lens  the 
excrescences  were  somewhat  compact,  had  a  slightly  frayed  edge,  and 
could  be  resolved  into  closely  entangled  filaments,  which  were  them- 
selves branched  and  subdivided,  the  whole  appearance  being  most 
aptly  described  as  moss-like.  From  the  whole  of  the  lower  side  of 
the  small  flat  superficial  growth  in  the  immediate  neighbourhood  of 
the  puncture  (nail-head)  there  was  a  similar  downgrowth  into  the 
substance  of  the  medium ;  the  culture  was  otherwise  typical,  and 
consisted  of  discrete  spheroidal  colonies. 

April  20. — The  projection  near  the  lower  end  of  the  culture  was 
no  longer  mossy,  but  cauliflower-like,  and  so  was  that  in  the  imder 
surface  of  the  jelly.  This  change  in  character  had  arisen  from  an 
increase  in  size  of  the  minute  colonies  forming  the  outgrowths. 

27th. — From  the  cauliflower-like  growths  a  beautiful  mossy 
extension  had  occurred.  There  were  then  five  or  six  minute  mossy 
outgrowths  from  other  colonies  of  the  line. 

May  7th. — About  nine  colonies  had  now  so  grown  out.  In  the  Plate 
(Plate  XII,  fig.  e)  this  culture  is  shown  as  it  appeared  towards  the 
latter  end  of  May.  I  have  seen  exactly  the  same  mode  of  growth 
in  the  colonies  of  plate  cultures  (Plate  XII,  fig.  b). 

Professor  Klein  tells  me  that  he  is  acquainted  with  a  similar 
variation  in  old  stab  cultures  of  Streptococcus  pyogenes  hominis. 
That  the  organism  in  question  is  a  true  streptococcus,  and  not  a 
variety  of  the  pleomorphic  Ba^llu^  coli  communis,  is  proved  by  the 
constancy  of  its  microscopic  characters.  In  both  jelly  and  broth 
cultures,  however,  the  cocci  are  at  times  much  flattened  and  very 
closely  set  in  short  chains,  suggestive  at  first  of  rods,  but  the  regu- 
larly serrated  edge  which  such  invariably  present  reveals  their  true 
composite  nature. 
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Saccharomyces  cdhicans, — Amongst  pathogenic  organisms,  not 
liquefying  nutrient  gelatine,  there  are  yery  few  which  grow  in  the 
manner  just  described.  Besides  Bacillus  coli  communU  and  Strepto- 
coccus pyogenes  hovis,  I  have  often  observed  it  in  stab  cultures  of 
Saccharomyces  albicans  obtained  from  an  ordinary  case  of  thrush. 
The  culture  at  first  affects  the  form  of  discrete  spherical  or  oval 
colonies,  but  from  many  of  these  there  grow  out  with  a  general 
horizontal  direction  brushes  of  filaments  which  eventually  attain 
considerable  length,  and  recall  the  dendritic  character  of  an  anthrax 
culture.  There  is  no  marked  direction  either  downwards  (positive) 
or  upwards  (negative  geotropism).  In  the  well-known  streak  ctdtures 
on  gelatine  of  Bacterium  Zopfii  or  Bacillus  figurans  (Crookshank) 
the  lateral  processes  of  growth  proceed  bipinnately  from  the  line  of 
inoctdation  with  a  marked  upward  direction  which  Hubert  Boyce 
and  Ernest  Evans  (*  Proc.  Eoyal  Soc.,'  vol.  liii,  February  7th,  1893) 
have  shown  to  be  due  to  negative  geotropism,  i.  e.  to  an  upward 
tendency  of  growth  of  the  same  kind  as  that  of  the  stem  and 
branches  of  higher  plants  in  contradistinction  to  the  earthward 
direction  of  the  root. 

The  appearances  described  in  Saccharomyces  albicans  may  be  well 
pronounced  within  a  fortnight  of  inoculation,  and  as  it  has  not  been 
figured  I  venture  to  do  so  from  a  photograph  kindly  taken  by  Pro- 
fessor Crookshank  from  one  of  my  preparations.  In  roll  cultures 
(10  per  cent,  gelatine)  the  organism  is  still  more  beautiful.  The 
colonies  within  a  week  show  a  remarkably  regular  radiate  structure 
of  filaments  accurately  diverging  from  a  centre.  Others  remain  for  a 
while  as  milky- white  circular  plaques,  and  subsequently  may  only 
radiate  in  an  irregular  and  abortive  manner.  As  time  goes  on  the 
radiating  character  becomes  highly  pronounced,  as  shown  in  fig. 
D,  Plate  XII;  the  rays  are  somewhat  coarse,  and  lie  on  the 
surface  of  the  mediimi.  In  stab  cultures  in  gelatine,  in  the  same 
manner,  one  may  observe  similar  coarse,  flat  processes  radiating  on 
the  surface  from  the  margin  of  the  "  nail-head,**  whilst  those  growing 
from  the  colonies  in  the  depth  of  the  jelly  have  the  delicate  character 
of  a  common  mycelium.  These  coarser  threads  on  the  sur&ce 
consist  almost  solely  of  yeast  forms  with  few  or  no  filaments,  and  in 
this  they  differ  from  the  fine  hairy  processes  which  invade  the  jelly 
from  the  deeper  part  of  a  stab  culture.  Baumgarten  ('Lehrbuch,' 
Bd.  ii,  p.  915),  in  his  account  of  the  organism,  recites  in  the  main 
that  given  by  Grawitz  (*Virchow*s  Archiv,'  Bde.  Ixx,  Ixxiii,  ciii). 
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niustrating  Dr.  H.  D.  Eolleston*s  paper  on  ''An  Anomalous 
Tumour  of  Sebaceous  Glands  "  (page  242) ;  and  Mr.  Shattock's 
paper  on  "  Cultural  Variation  in  Streptococcus  pyogenes  6(wig." 
(Page  375.) 

Fia.  A  shows  the  tamour  to  be  sitoated  oj»  the  skin,  and  that  there  is  no 
inBltration  of  the  dermis.    (  x  3.) 

Fia.  B. — A  colony  of  Strepioooccus  pyogenes  hovis  (cnltnre  of  about  three 
weeks  in  a  Soyka  bottle),  showing  the  outgrowths  into  the  medium  (10  per  cent, 
gelatine).    (Enlarged  10  times.) 

From  a  photograph  by  Mr.  C.  0.  Sbliomakn. 

Fio.  C— Stab  culture  of  Saoeharamyces  albicans  (10  per  cent,  gelatine),  show- 
ing fine  dendritic  outgrowths  from  the  colonies.  The  ontg^wths  are  usually 
finer  and  more  densely  set. 

Fig.  D. — Colony  of  Saoeharomycee  albicans.  Roll  culture,  showing  the  regu- 
larly radiate  arrangement  of  coarse  outgrowing  processes  on  the  surface  of  the 
jelly  from  a  central  plaque.  The  smaller  colonies  are  Streptocoeeue  pyogenes 
bovis,  the  two  micro-organisms  having  been  intentionally  mixed  before  making 
the  culture. 

Photographed  by  Mr.  0.  Q.  SBUGUAVir. 

Fio.  E. — Stab  culture  of  Streptococcus  pyogenes  bovis  of  about  two  montba* 
agc(^  showing  the  mossy  outgrowths  from  many  of  the  spheroidal  colonies  (10  per 
cei!it.  nutrient  gelatine).    (Slightly  enlarged.) 

Photographed  by  Prof.  Cbookshank. 

In  process  of  time  the  outgrowths  arise  along  the  whole  track  and  extend  more 
deeply. 
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Fig.  A. 


Fig.  B. 


Fig.  C. 


Fig.  D. 
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According  to  Grawitz,  in  dilute  nutrient  solutions,  especially  poor 
in  sugar,  the  mycelial  form  is  chiefly  observed ;  under  contrary  con- 
ditions the  yeast ;  on  apple  discs,  potato,  bread,  the  latter  form  is 
alone  met  with.  In  stab  cultures  in  gelatine  both  filaments  and 
yeast  forms  arise,  the  first  farther  from  the  surface,  the  second 
nearer  to  it.  He  describes  the  nail-head  of  the  culture,  and  the 
radiation  of  filaments  from  the  central  line  of  growth  into  the  sub- 
stance of  the  medium.  In  his  later  paper  Grawitz  repeats  the  view 
set  forth  in  his  earlier,  viz.  that  the  organism  of  thrush  is  closely 
allied  to,  if  not  identical  with,  Mycoderma  vinu  Plaut,  on  the 
contrary,  identifies  it  with  Monilia  Candida,  a  widely  spread  form  of 
the  TorulacecB  belonging  to  the  lower  order  of  mould  fungi. 

May  19th,  1896. 


8.  Microscopic  preparations  0/ Streptothrix  Madurae. 
By  C.  G.  Seligmann  (per  S.  G-.  Shattock). 

THIS  microbe  was  isolated  by  Vincent  ('Ann.  de  I'lnstitut 
Pasteur,'  1894),  who  points  out  the  following  facts  in  regard 
to  it.  Madura  foot  has  hitherto  been  fairly  considered  an  exclu- 
sively Indian  disease.  It  has,  however,  been  seen  in  Italy  and 
America,  while  his  own  case  occurred  in  a  native  Morocco  labourer 
who  lived  and  had  developed  the  disease  in  Tunis.  The  disease 
began  as  a  diffuse  swelling  of  the  integuments  of  the  foot ;  from  the 
small  tumours  subsequently  formed,  pus  containing  yellowish 
rounded  bodies  the  size  of  grains  of  semolina  was  discharged. 
These  bodies,  which  are  insoluble  in  caustic  potash  and  acetic  acid, 
consist  microscopically  of  a  fine,  densely  interlacing  mycelium; 
peripherally  the  filaments,  which  are  1  to  15  /« thick,  give  off  lateral 
offshoots.  The  radiating  arrangement  of  the  fibres  recalls  Actino- 
myces, but  is  unlike  the  latter  in  that  no  clubs  are  produced. 
Some  filaments,  probably  involution  forms,  are  bent,  and  present 
irregular  thickenings  and  lacunse  in  the  protoplasm. 

Cultivations  on  hay  or  potato  infusion  at  37°  C.  give  the  best 
result ;  it  develops  but  slightly  in  bouillon,  and  then  slowly  forms 
greyish,  flocculent  zooglcea  masses,  which  may  stick  to  the  glass 
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Similar  masses  appear  in  hay  infusion  about  the  fourth  or  fifth  day  ; 
in  about  three  weeks  they  are  as  large  as  a  pea,  and  may  have  a 
brownish  centre.  The  infusion  becomes  slowly  alkaline,  and 
colonies  near  the  surface  may  in  a  month  or  two  become  pink  or 
red.  Often  the  free  surface  of  the  liquid  is  covered  with  a  mass  of 
whitish  spores.  In  gelatine  thrust  cultures  sparse  colonies  are 
formed  roimd  the  needle  track.  On  gelatine  prepared  with  glucose 
and  glycerine,  abundant  convex  yellowish  colonies  are  formed,  the 
surface  of  which  appears  glazed.  Later  on  these  may  become 
dark  red ;  then  the  centre,  which  remains  white,  becomes  depressed, 
and  the  whole  eventually  somewhat  resembles  a  smallpox  pustule. 
Old  cultures  bleach  to  a  dull  white.  Very  similar  but  more  irre- 
gular colonies  are  formed  on  potato.  The  zoogloea  masses  grown 
on  solid  media  form  hollow  spheres.  The  spores  stain  well  with 
aniline  dyes.     The  parasite  is  aerobic. 

Inoculation  experiments  on  rabbits,  guinea-pigs,  cats,  and  mice 
have  uniformly  failed. 

Finally,  the  pathological  anatomy  of  the  diseased  tissues  is  dis- 
cussed in  the  paper  referred  to,  and  a  table  of  differences  between 
Actinomyces  and  S.  Maduras  is  given : 


Culture  or  Inoculation. 

Actinomycet. 

S.  Kiidurs. 

Peptonised  bouillon 

Hay  infusion 
Ordinary  peptonised 

gelatine 
Hay  infusion  gelatine 

Gelatine  with  glycerine 
and  glucose 

Potato 

Growth  abundant 

Nil 

Liquefies 

Growth  sparse. 

Best  culture  medium. 

Does  not  liquefy. 

Sparse  whitiah  growth 

Colonies  at  first  white, 
then  greyish ;  surface 

wrinkled 

Thick  growth,  whitish 

or  yellow;  potato  darkens 

Rapid  g^wth,  colony 

becomes  superficially  rwL 

Colonies  at  first  white, 

then  red ;  surface 

urobilicated. 

Red  or  dark  red  growth ; 

substratum  does  not 

darken. 

Cabbage,  carrot,  turnip 

Serum 

Egg 

In  vacuo 

Inoculation 

Nil 

Growth 

Growth 

Facultative  anaerobe 

Inoculable  on  rabbits, 

calves,  and  guinea-pigs 

Growth. 

Nil. 

Nil. 

Nil. 

Uniformly  fitils. 

Since  writing  the  above,  Dr.  Vincent  has  informed  me  that  he  has  again  met 
with  the  white  form  of  the  disease  in  a  native  of  Algeria,  and  that  he  has  isolated 
the  same  micro-organism  from  this  case. 
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Note  by  Mr.  ShaMock. — In  this  country  Kanthack  ('Lancet/ 
January  23rd,  1892)  was  the  first  to  demonstrate  the  close  micro- 
scopic likeness  between  the  white  variety  of  Madura  disease  and 
actinomycosis,  though  the  general  resemblance  had  struck  all  of 
those  conversant  with  specimens  of  the  two  diseases ;  they  are, 
indeed,  too  obvious  for  it  to  be  otherwise.  Hewlett,  a  few  months 
later  ('Lancet,'  July  2nd,  1892),  confirmed  Kanthack's  observation, 
whilst  Rubert  Boyce  and  Surveyor  arrived  at  the  same  conclusions 
shortly  afterwards  (*  Proc.  Royal  Soc.,'  February,  1893).  No  oppor- 
tunity, however,  had  offered  itself  here  of  attempting  the  cultivation 
of  the  micro-organism.  This  was  successfully  carried  out  by  Vincent 
from  the  case  cited  in»  the  paper  referred  to  by  Mr.  Seligmann. 
Vincent  in  his  remarks  mentions  that  the  micro-organism,  as 
examined  in  the  natural  condition,  wants  the  clubs,  and  so  differs 
from  Actinomyces.  This  statement,  it  need  hardly  be  said,  requires 
modification  ;  in  man  the  clubs  are  frequently  absent  from  Actino- 
myces, and  absent  in  exceptional  cases  even  in  bovines  ;  yet,  as  is 
weD  known  from  the  results  of  experimental  inoculation,  the  or- 
ganism is  identical,  for  its  forms  are  interchangeable  :  moreover  the 
dubs  are  not  invariably  absent  from  the  Madura  streptothrix  in  its 
natural  condition ;  they  are  figured  by  Kanthack  ("  Madura  Disease," 
'Journal  of  Pathology,'  October,  1892),  and  by  Hewlett  in  the 
*  Transactions'  of  the  Pathological  Society,  vol.  xliv,  1893. 

Amongst  the  differential  characters  given  by  Vincent  is  the 
umbilicated  conformation  of  the  colonies  of  Streptothrix  Madurse  on 
glycerine-glucose  gelatine,  whilst  Actinomyces  liquefies  gelatine  and 
grows  with  a  wrinkled  surface.  I  have  often  seen  beautifully 
marked  imibilication  of  the  hemispherical  colonies  of  Actinomyces 
when  grown  on  grape-sugar  agar. 

Vincent's  description  of  the  growth  of  Actinomyces  on  glycerine- 
glucose  gelatine  does  not  hold  for  the  growth  on  ordinary 
nutrient  gelatine.  When  Actinomyces  is  sown  on  a  jelly 
slant,  the  small  discoid  whitish  colonies  that  grow  soon  liquefy 
the  medium,  and  subside  in  the  clear  fluid  as  spheroidal  grains 
which  retain  the  same  white  colour.  The  extremely  close 
resemblance  between  8,  Madurse  and  Actinomyces  is  very  evident, 
and  is  such  as  to  render  it  not  improbable  that  the  primary  source 
of  the  micro  organisms  will  prove  to  be  identical ;  the  variations 
are  hardly  greater  than  those,  e.g.,  presented  by  the  cholera 
spirillum.  May  19th,  1896. 
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9.  Exttmive  htemorrhage  associated  with  the  presence  of 
pyogenic  micro-organisms. 

By  Eatmond    Johnson,    M.B. 

THE  clinical  features  of  the  case  may  be  narrated  shortly  as  follows. 
James  W — ,  aged  15  years,  was  admitted  into  University 
College  Hospital  on  August  14th,  1895.  His  illness  began  three 
weeks  previously  with  pains  in  the  left  knee,  which  became  swollen, 
and  obliged  him  to  take  to  his  bed.  A  week  later  swelling  appeared 
in  the  region  of  the  right  hip,  and  shortly  afterwards  in  the  right 
shoulder.  On  August  11th  the  swelling  about  the  left  knee  was 
incised,  and  pus  evacuated.  When  admitted  the  boy  looked  very 
ill,  and  his  temperature  was  100°  F.  The  left  knee-joint  was  dis- 
tended with  fluid,  and  over  the  upper  end  of  the  tibia  was  a 
short  incision  exposing  bare  bone,  and  discharging  a  few  drops  of 
pus.  There  was  marked  swelling  of  the  outer  half  of  the  right 
buttock,  and  notwithstanding  the  extreme  tenderness,  fluctuation 
was  obvious.  Lastly,  there  were  swelling,  redness  of  the  skin,  and 
tenderness  over  the  outer  third  of  the  right  clavicle. 

The  diagnosis  was  made  of  multiple  acute  necrosis  affecting  the 
upper  end  of  the  left  tibia,  with  extension  of  suppuration  into  the 
knee-joint,  the  upper  end  of  the  right  femur,  and  the  outer  third 
of  the  right  clavicle.  The  possibility  of  all  the  three  foci  being 
secondary  to  some  other  source  of  infection — such,  for  instance,  as 
suppuration  in  the  middle  ear — was  taken  into  consideration,  but  no 
evidence  of  this  could  be  found.  It  was  therefore  assumed  that  the 
primary  condition  was  acute  suppuration,  commencing  in  the  upper 
epiphysial  line  of  the  left  tibia.  An  ansBsthetic  was  administered, 
and  an  incision  made  into  the  supposed  abscess  in  the  right  buttock. 
After  the  division  of  the  gluteus  maximus  about  ten  or  twelve 
ounces  of  dark  blood,  partly  fluid  and  partly  clotted,  escaped,  and 
the  finger  entered  a  large  smooth-walled  cavity  beneath  the  muscle. 

This  cavity  extended  to  the  back  of  the  femur,  and  near  the  small 
trochanter  the  bone  was  bare  over  an  area  which  could  just  be 
covered  with  the  tip  of  the  index  finger.  After  supplying  firm  pres- 
sure for  a  few  minutes,  and  being  satisfied  that  no  haemorrhage  was 
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going  on,  the  incision  was  looselv  plugged  with  strips  of  gauze,  and 
a  dressing  of  gauze  and  wool  was  firmly  applied. 

This  imexpected  state  of  things  suggested  the  possibility  that  the 
case  was  of  an  altogether  different  nature  from  that  originally  enter- 
tained— one,  indeed,  of  heemorrhagic  purpura;  that  the  swelling 
which  had  been  opened  over  the  left  tibia  was  an  extravasation  of 
blood,  and  not  an  abscess ;  that  the  knee  was  distended  with  blood, 
and  not  inflammatory  effusion ;  and  that  a  subperiosteal  heemorrhage 
was  the  cause  of  the  painful  swelling  of  the  clavicle.  The  only 
further  symptom  in  any  way  supporting  this  view  was  the  occur- 
rence of  several  slight  attacks  of  epistaxis  during  the  few  days 
which  preceded  the  patient's  admission  to  the  hospital.  The 
original  diagnosis  still  seemed  to  me  the  more  probable — viz.  that 
the  case  was  essentially  one  of  multiple  infective  inflammations  of 
bone,  to  which  in  some  way  the  haemorrhage  was  secondary.  This 
was  sufficiently  proved  by  the  fact  that  the  knee  was  foimd  to  be 
distended  with  turbid  fluid  such  as  is  commonly  met  with  in 
pysemia,  presenting  none  of  the  appearances  of  altered  blood.  The 
joint  was  saved  after  free  drainage  by  lateral  incisions.  An 
extensive  sequestrum  was  subsequently  removed  from  the  tibia. 
The  inflammation  of  the  clavicle  subsided  without  suppuration. 
The  cavity  from  which  the  blood  was  evacuated  in  the  right  buttock 
rapidly  closed  without  suppuration,  and  at  the  present  time — six 
months  after  the  onset — there  is  a  considerable  mass  of  new  bone 
formation  about  the  upper  end  of  the  femur. 

Bacteriological  examination  showed  that  the  fluid  in  the  left  knee 
was  rich  in  the  Staphylococcus  pyogenes  aureus,  and  further  that 
the  organism  was  also  abundant  in  the  blood  effused  about  the 
right  femur.  This  was  proved  both  by  the  examination  of  cover- 
glass  preparations  and  by  cultures  on  nutrient  gelatine. 

The  obvious  question  arises,  was  the  hsemorrhage  caused  by  the 
pyogenic  organisms,  or  were  the  latter  merely  present  in  the  blood 
which  was  effused  as  the  result  of  some  other  cause  ?  The  absence 
of  any  history  of  injury  or  other  likely  cause  of  extravasation  of 
blood,  and  the  fact  that  a  small  patch  of  the  femur  was  stripped  of 
its  periosteum,  seem  to  me  to  point  strongly  to  the  staphylococcus 
as  the  actual  cause  of  the  hsemorrhage.  I  believe  that  an  infective 
periostitis  of  the  femur  with  suppuration  was  at  first  present,  and 
that  before  the  abscess  had  reached  any  appreciable  size  extensive 
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haemorrhage  occurred  into  it,  so  that  all  traces  of  the  nature  of  the 
original  lesion  were  masked. 

The  presence  of  the  other  foci  of  infective  bone  inflammation 
served  to  indicate  the  true  nature  of  the  case ;  but  I  submit  that  had 
these  not  been  present  the  condition  would  have  presented  itself 
clinically  as  one  of  spontaneous  hsemorrhage,  and  not  of  acute  sup- 
puration, and  that  the  part  played  by  the  pyogenic  organisms  in  its 
production  might  easily  have  been  overlooked. 

I  may  remind  the  Society  that  in  the  *  Transactions '  of  1884  will 
be  found  a  communication  by  Mr.  Watson  Cheyne  on  "  Two  cases 
of  purpura  hsemorrhagica  in  which  micro-organisms  were  present.*' 
Both  cases  ended  fatally,  and  in  both  superficial  and  visceral 
hsemorrhages  were  present.  In  one  case  colonies  of  bacilli  and  a 
few  isolated  organisms  were  foimd  both  in  the  effused  blood  and  in 
the  surrounding  capillaries.  In  the  second  case,  in  which  the  first 
symptom  was  the  appearance  of  a  boil  on  the  neck,  plugs  of  strepto- 
cocci were  found  in  the  capillaries  aroimd  one  of  the  hsemorrhages 
in  the  limg.  Mr.  Cheyne  suggested  that  in  both  these  cases 
capillary  embolism  by  colonies  of  the  organism  was  the  cause  of 
the  hsemorrhages. 

I  have  ventured  to  bring  my  case  forward  as  a  further  induce- 
ment to  the  bacteriological  investigation  of  cases  of  spontaneous 
haemorrhage.  January  21«<,  1896. 


10.  An  undescribed  foim  of  hamatozoon. 

By  NOBMAN   MOOBB,  M.D. 

[With  Plate  I,  fig.  A.] 

THE  haematozoon,  which  resembles  Hssmamoeba  prmcox,  occupies  a 
red  blood-corpuscle.  It  is  ovoid  with  a  curved  axis,  and  con- 
tains in  the  middle  some  pigment  granules.  From  its  greater 
curve  project  two  small  processes.  In  this  circumstance  it  differs 
from  any  of  Laveran's  figures,  as  well  as  from  those  of  Marchiafava 
and  Bignami. 

Projections  from  the  surface  of  the  corpuscle  are  shown  in  one 
of  Laveran*s  figures,  but  they  are  the  pointed  ends  of  the  crescent- 
shaped  organism.     The  projections  in  this  specimen  do  not  appear 


Digitized  by 


Google 


1 

•o   •?      •??       'S       '5?      'S         1 

^ 

..    .  1 1 1 1 , I 

K) 

t«y 

w 

<VJ 

tfV 

r 

OJ 

JTdf 

w^ 

CU 

> 

y^' 

CNJ 

Ary 

(?/< 

M 

o 

^9t 

f'^ 

CVJ 

■^^ 

'^ 

•jfr^ 

< 

5>n 

0) 

^> 

— 

w;^< 

f7 

¥¥S 

^ 

1 

»W 

r* 

5 

*v, 

CO 

•«er 

^ 

*" 

•jrirj 

-_ 

^ 

j^ 

K 

vr 

'^ 

"■ 

^y* 

* 
1 

^ 

(0 

w 

^ 

^ 

"■ 

?? 

a^s 

r* 

*0 

0)fy 

<>^ 

- 

#1 

22 

^ 

— 

'<^0 

< 

^ 

w^ 

^ 

> 

'<<* 

iii^ 

•''^ 

K) 

^ 

■^ 

3 

5g 

fe 

^W 

» 

(VI 

> 

k 

•Ofl 

^ 

?• 

k 

'tfffv, 

*^ 

_  _ 

o*i 

^ 

■*eW 

^«^ 

^^ 

"4 

V* 

^ 

O: 

•ih 

>rjr 

f  tfj 

I 

O 

S' 

►:94 

o 
or 

■jr 

/^/« 

^ 

^ff 

r 

<£> 

< 
7 

(J) 

» 

'U 

S; 

•r-i 

0-) 

VJ 

S^ 

» 

CO 

1 

X 

5 

■u:s'% 

\  'i  2  2  '1  *8 

^'s 

rfe-s 

\ 

25 

Digitized  by  VjOOQIC 


386  MISCELLANEOUS   COMMUNICATIOKS. 

to  be  flagella,    but  rather  resemble  the  pseudopodia  of     some 
Protozoa. 

The  blood  was  taken  from  the  finger  of  the  patient  after  proper 
cleaning,  and  the  specimen  was  at  once  exposed  to  osmic  acid,  and 
afterwards  stained  with  eosin  and  methyl-blue.  The  hsematozoa 
were  not  numerous.  The  blood-corpuscles  generally  seemed  natural. 
A  specimen  examined  two  days  before  this  showed  only  a  very  few 
spherical  bodies  with  pigment. 

The  patient  was  an  officer  who  served  in  the  recent  expedition. 
He  felt  quite  well  on  the  way  up  to  Kumasi,  but  on  the  way  back 
was  conscious  of  a  slight  degree  of  weakness  and  fever.  After 
embarkation  he  rapidly  became  HI,  and  at  Las  Palmas  on  the 
voyage  home  had  a  daily  temperature  of  104*^  and  a  continued  fever. 
This  diminished  before  his  arrival  at  Plymouth,  and  he  was  able  to 
do  duty  on  landing  in  the  Thames.  A  week  later  he  was  obliged  to 
go  to  bed,  and  from  March  8th  to  March  19th  suffered  from  daily 
fever  with  an  intermission  of  about  four  hours,  accompanied  by  well- 
marked  enlargement  of  the  spleen  and  liver,  much  vomiting,  and 
inability  to  take  food.  His  other  organs  seemed  normal.  Some 
years  before  he  had  had  acute  endocarditis,  and  had  a  febrile  attack 
which  did  not  recur,  and  was  probably  not  malarial,  at  Wady  Haifa. 
-His  highest  temperature  each  day,  as  shown  in  the  accompanying 
chart,  was  about  102-5®,  but  sometimes  reached  104P.  The  fever 
ceased  on  March  20th,  and  he  had  no  relapse.  The  specimen  was 
taken  about  three  hours  before  the  normal  hour  of  highest  tempe- 
rature, and  up  to  that  time  he  had  had  no  quinine  for  a  fortnight. 
It  seems  worth  while  to  note  the  peculiarity  of  form  in  the  hsema- 
tozoon,  even  if  it  is  a  circumstance  in  its  phases  of  development,  and 
not  a  character  indicating  species.  Two  examples  with  similar  pro- 
cesses were  found  in  another  specimen  by  my  clinical  clerk,  Mr. 
Hussey.  For  purposes  of  identification  it  seems  worth  while  to  give 
the  hsematozoon  which  is  described  in  this  paper  the  provisional 
name  of  Hsemamceba  cumasiensis,  from  the  locality  in  which  it  was 
acquired.  May  5ih,  1896, 
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11.  The  healing  of  incisions  in  vege table  tissues. 

By  Samuel  G.  Shattock. 

[With  Plates  XTTT,  XIV.] 

Sykofsis  ov  CoMMtnaoATioir. 

The  five  methocU  of  wound-healing  in  man. 

The  repair  of  incisions  in  plants. 

(1)  Immediate  union  not  observed. 

(2)  IVimary  adhesion, — Methods  of  experiment. 

Healing  (a)  without  separation  of  surfaces  : 

(a)  withoat  sclerosis  of  scar-tissue. 
(5)  with  sclerosis  of  scar-tissue. 

The  healing  of  the  gaping  edges  of  incisions  and  formation  of  sclerenchyma. 

Fate  of  starch  shed  into  an  incision. 

Removal  of  starch  in  branchlets  of  Atteuha  Japonica  shed  after  experiment. 
Healing  (b)  of  gaping  parts  of  incisions  without  cork -formation. 

Effects  of  tension : 

(a)  Healing  in  Faha  vulgaru,  without  sclerosis  of  scar-tissue. 
(5)  Healing  in  Fieus  carica,  with  sclerosis  of  scar-tissue. 
(8)  Sealing  hy  secondary  adhesion,  or  where  the  surfaces  are  first  healed  by 
cork. 

Effusion  of  latex  in  petiole  of  Rheum. 

Union  by  disruption  of  cork,  e,y,  in  Echinocactus  and  in  exogenous- 
shrubs  and  trees. 

Comparison  between  the  repair  in  plants  and  in  animal  tissues. 

IN  the  *  Linnean  Society's  Journal '  (vol.  xix),  in  a  paper  on  the 
reparative  processes  which  occur  in  vegetable  tissues,  I  discussed 
the  results  that  ensue  after  amputation,  as  observed  independently 
by  myself,  and  referred  to  the  work  of  Frank  (*  Die  Krankheiten 
der  Pflanzen ')  published  a  few  months  previously.  I  did  not  then 
describe  the  process  by  which  the  surfaces  of  exposed  wood  in 
exogenous  shrubs  and  trees  are  covered ;  the  macroscopic  appear- 
ances of  the  growth  of  callus  from  the  cambium  beneath  the  dead 
edge  of  the  Ixirk  around  such  surfaces  are  well  known,  and  I  have 
nothing  to  add  to  the  histology  of  the  process  as  it  is  detailed  by 
Frank  (loc.  cit.),  and  later  by  R.  Hartig  (*  Lehrbuch  der  Baum- 
krankheiten ').  In  the  communication  referred  to  I  proposed  to 
consider  plant  repair  as  it  takes  place  after  amputation,  after 
incision,  and  in  the  artificial  union  of  parts  in  grafting  and  budding. 
In  the  present  commxmication  the  healing  of  incisions  is  fully  dealt 
with,  and  has  not  been  so  treated  systematically  before.     The 
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questions  of  grafting  and  budding  are  referred  to  very  briefly,  and 
only  as  related  to  the  other  subject,  especially  as  they  do  not  present 
any  minute  features  peculiar  to  themselyes. 

It  may  be  advantageous  for  the  sake  of  clearness  to  refer  shortly 
to  the  different  modes,  or  more  correctly  to  the  different  manifesta- 
tions of  the  single  mode,  whereby  incisions  are  healed  in  the  tissues 
of  man  (or  the  higher  animals),  before  entering  upon  what  occurs 
in  plants,  in  order  that  the  methods  in  the  two  cases  may  be  com- 
pared and  contrasted. 

There  are  generally  reckoned  five  ways  in  which  wounds  may  be 
healed  in  man.  The  names  adopted  for  these  by  Sir  James  Paget 
(*  Surgical  Pathology,'  2nd  edit.)  are — 

(1)  Immediate  union. 

(2)  Primary  adhesion. 

(3)  Granulation. 

(4)  Secondary  adhesion. 

(5)  Beneath  a  scab. 

in  the  first  mode,  that  by  Immediate  unions  the  severed  parts  are 
believed  to  unite  immediately,  without  the  intervention  of  any  new 
material,  and  at  once  in  respect  of  time,  the  parts  of  the  individual 
cell  or  of  the  individual  fibre  being  at  once  united,  so  as  to  imme- 
diately re-establish  the  perfect  form  and  function  of  the  several 
elements. 

In  the  second  mode,  Primary  adhesion,  the  divided  structures  are 
conjoined  by  the  formation  of  a  small-celled  or  embryonic  tissue 
between  them,  the  exterior  of  the  connecting  material  being  later  on 
covered  by  the  spread  of  epithelium  from  that  which  invests  the 
parts  aroimd,  and  the  embryonic  tissue  itself  being  developed 
into  fibrous  tissue. 

In  the  case  of  bones  fractured  without  external  wound,  the 
embryonic  or  granulation  tissue  formed  between  and  around  the 
fractured  ends  develops  into  osseous  substance. 

Oranulation, — There  is  no  proper  healing  of  an  incision  in  this 
mode  of  repair,  the  term  being  limited  to  the  healing  of  open 
wounds.  A  small-celled  embryonic  or  granulation  tissue  is  formed 
on  the  wounded  surfaces,  and  by  the  contraction  of  this  during  the 
healing  process  the  deeper  parts  of  the  woimd  are  raised,  and  the 
superficial  depressed,  until  the  injury  no  longer  partakes  of  the  nature 
of  an  incision,  and  heals  finally  by  the  spread  of  epithelium  over  it« 
surface  from  the  general  epithelium  around. 
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The  fourth  mode  of  healing  enumerated,  that  by  Secondary  adhe- 
sion, is  the  union  which  occurs  between  two  healthy  granulating 
surfaces  when  these  are  brought  together.  The  fifth  and  last  mode 
bj  which  wounds  may  heal  is  beneath  a  dry  crust  or  Scab  of  blood 
or  pus.  Here,  again,  it  is  open  woimds  only  that  so  heal.  The 
repair  is  effected  by  the  formation  of  granulation  tissue  beneath 
such  a  scab,  and  oyer  the  former  epithelium  extends  from  that 
aroimd,  the  granulation  tissue  subsequently  deyeloping  into  the 
fibrous  tissue  of  the  cicatrix,  as  in  healing  by  "  granulation." 

In  plants,  therefore,  the  healing  of  incisions  is  to  be  studied 
in  the  three  methods  of  immediate  imion,  primary  adhesion,  and 
secondary  adhesion. 

Of  any  kind  of  woimd  infection  in  plants  I  have  never  seen  an 
instance,  and  what  follows  relates  only  to  the  normal  healing  of 
incisions. 

Immediaie  union. — It  is  conceivable  that  incisions  in  plants 
might  heal,  firstly,  by  immediate  union.  This  perfect  mode  of 
repair  I  have  never  observed,  although  selecting  rapidly  growing 
tissues,  and  taking  every  care  to  facilitate  the  reimion  of  the 
parts.  Thus  I  have  many  times  incised  longitudinally,  with  a  sharp 
thin-bladed  lancet,  the  plimiule  in  Faba  vulgaris  as  near  the  punctum 
vegetationis  as  practicable,  but  not  including  it,  and  on  withdrawing 
the  lancet  tied  a  noose  of  fine  silk  aroxmd  the  middle  of  the  incision 
without  exerting  more  than  the  gentlest  pressure,  the  experiments 
being  conducted  and  the  plants  afterwards  kept  in  the  warm,  moist 
atmosphere  of  a  hothouse.^ 

But  although  the  blade  of  the  lancet  was  entered  and  withdrawn 
with  aU  possible  exactness,  and  the  parts  not  further  touched  throught 
out  the  operation  than  by  the  hand  in  steadying  them  for  the  incision, 
I  have  never  observed  immediate  Tinion  in  any  part  of  the  injury, 
either  in  the  groimd  tissue  or  meristem.  The  results  of  such 
incisions,  as  studied  by  microscopic  sections  of  hardened  specimens 
twenty-four,  forty-eight  hours  and  onwards  after  experiment,  show 
in  all  cases  that  the  process  of  union  is  that  to  be  next  described, 
viz.  primary  adhesion.  With  the  same  object  of  endeavouring  to 
obtain  immediate  imion  I  made  the  following  experiment  in  growing 
branches  of  the  Weeping  ash.     A  small  sqxiare  flap  of  the  bark  was 

1  Nearly  all  the  experiments  recorded  in  the  paper  were  carried  out  in  the 
gardens  of  the  Royal  Botanical  Society,  London,  and  to  the  Council  of  this  Society 
I  have  much  pleasure  in  acknowledging  my  obligation. 
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cut  but  left  connected  by  one  of  its  sides ;  tliis  flap  was  next  gently 
raised  off  the  subjacent  wood,  and  then  allowed  to  return  to  its 
position;  a  piece  of  gutta-percha  tissue  or  goldbeaters'  skin  was 
wrapped  around  the  parts,  and  over  this  a  layer  of  cotton  wool  was 
lightly  spliced  with  a  few  turns  of  worsted.  The  raising  of  the 
bark  is  attended  with  rupture  of  the  cambium  cells  and  cells  of 
the  medullary  rays, — the  ceU  walls  are  not  split  so  as  to  leave  the 
cells  entire.  That  this  is  so  is  proved  by  removing  portions  of  the 
bark  from  pieces  of  the  young  growing  branch  whilst  immersed  in 
BUeinenberg's  picric  acid  solution,  and  cutting  transverse  sections  of 
the  wood  after  preparation  in  the  solution  named,  and  subsequently 
in  alcohol,  or  still  better  by  tearing  the  bark  from  the  wood  in  thin 
horizontal  sections  of  the  fresh  branch  whilst  examined  in  water 
beneath  the  microscope. 

After  carrying  out  the  experiment  first  referred  to  on  several 
young  actively  growing  branches,  and  examining  the  results  by 
horizontal  sections  made  after  proper  hardening,  it  is  clear  that  no 
"  immediate  "  union  of  the  cambium  takes  place,  i.  e.  no  repair  of 
the  cells  actually  ruptured  in  the  raising  of  the  bark. 

Although  never  observed,  however,  immediate  Tinion  offers  no 
difficulty  of  conception.  The  protoplasm  of  the  divided  cells  might 
become  confluent  on  the  withdrawal  of  the  lancet  from  an  incision 
through  meristem  tissue,  and  the  segments  of  the  divided  cell  wall 
might  contract  an  immediate  cohesion,  the  natural  rigidity  of  the 
parts  sufficing  in  a  vegetable  tissue  for  the  maintenance  of  the  exact 
apposition  which  such  a  process  would  demand.  Indeed,  there  is  a 
natural  phenomenon  in  which  some  such  series  of  events  actually 
occurs.  In  the  Zygnemese  conjugation  is  effected  by  the  formation, 
from  the  cells  of  the  two  filaments  concerned,  of  a  lateral  bud-like 
process,  the  processes  \iltimately  cohering,  whilst  the  intervening 
septum  of  cellulose  existing  at  the  point  of  contact  disappears,  and 
the  contents  of  the  filaments  mingle  to  produce  a  spore.  In  this  con- 
jugation the  processes  of  cellulose  from  the  two  cells  temporarily  unite, 
so  as  to  preserve  entire  the  common  space  which  holds  the  protoplasm. 

Nevertheless,  with  every  theoretical  admission  of  this  kind, 
**  immediate  union  "  is  not  only  highly  improbable,  but  direct  obser- 
vation, so  far  as  it  can  bear  upon  the  question,  is  against  it.  If  it 
would  take  place  under  any  circumstances  it  might  be  in  such  a 
mobile  mass  of  protoplasm  as  a  leucocyte.  And  yet  actual  observation 
shows  that  in  the  amoeba  traumatic  division  is  not  followed  by  reunion 
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but  bj  immediate  closure  of  the  cut  surfaces  and  tbe  formation 
of  two  individuals,  of  wbich  that  wanting  the  nucleus  soon  perishes 
(Bruno  Hofer,  "  Experimentelle  TJntersuchungen  uber  d,  Einfluss 
des  Kerns  auf  das  Proplasma,"  * Jenaische  Zeitschrift  fiir  Naturwis- 
senschaft/  vol.  xxiv,  1889,  p.  109,  cited  by  Metschnikoff,  *  La  Patho- 
logic comparee  de  rinflammation,'  Paris,  1892).  And  this  being  so, 
it  is  incredible  that  after  an  incision  in  an  animal  tissue,  however 
cleanly  cut,  imion  of  the  divided  ceUs  ever  takes  place. 

Primary  adhesion, — The  cells  divided  in  an  incision,  so  far  as  I 
have  observed,  invariably  fail  of  individual  repair,  and  the  union  of 
the  parts  under  the  most  favorable  circumstances  is  effected  by  a 
process  analogous  to  that  which  constitutes  in  animals  primary 
adhesion  as  before  defined. 

All  growing  parenchyma  readily  heals  after  incision,  and  so  com- 
pletely that  in  many  cases  no  trace  of  the  injury  remains  discernible 
to  the  eye  save  at  the  very  surface,  where  a  shallow  furrow  often 
persists.  The  manner  of  experimenting  has  been  in  most  cases  to 
transfix  the  tissue  longitudinally  with  a  thin-bladed  lancet,  or  in  the 
case  of  large  parts  to  use  a  long-bladed  narrow  knife.  To  cite  one  of 
the  most  striking  examples  out  of  a  great  number,  I  completely 
transfixed  a  Kohl-rabi  with  a  long  knife  and  made  a  free  vertical 
incision.  No  protection  was  afforded  beyond  carefully  replacing  the 
soil  around.  At  the  cessation  of  growth  the  incision  had  healed  for 
the  whole  of  its  extent,  its  course  being  traceable  by  the  eye,  however. 

Fig.  20. 


in  transverse  section  by  a  narrow,  pale  brown,  almost  straight,  but 
interrupted  line^  (Fig.  20). 

*  One  of  these  specimens  is  in  the  pftthological  collection  of  the  maseam  of  the 
Royal  College  of  Snrgeous  (No.  55a),  where  also  almost  till  that  can  be  shown  to 
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Similar  perforating  incisioiis  made  in  the  young  stems  of  Opiintia, 
Cereus,  HyacirUhus  orienialia,  and,  indeed,  in  any  herbaceous  or 
young  woQdy  stem,  in  the  leaves  of  Agave,  Aloe,  Ac,  heal  completely 
by  such  primary  adhesion.  No  repair,  however,  takes  place  where 
the  incision  passes  through  woody  prosenchyma.  I  have  in  almost 
all  cases  immediately  after  the  injury  applied  gutta-percha  tissue  or 
goldbeaters'  skin,  and  spliced  cotton  wool  round  the  injured  part, 
by  which  means  drying  is  prevented,  and  the  gaping  that  often 
results  from  'tension  is  reduced,  whilst  the  compressibility  of  the 
wool  allows  of  subsequent  growth. 

The  minute  details  of  the  process  differ  slightly  in  those  parts  of 
the  incision  where  the  surfaces  remain  in  apposition,  and  those 
where  they  are  separated  by  tension. 

Healing  without  separation  of  the  faces  of  the  incision  may  be 
observed  in  parts  of  most  such  injuries ;  in  some  cases  it  obtains 
throughout.  To  take  this,  the  simplest  process  of  all  first.  The 
clean-cut  longitudinal  incision  appears  at  first  in  horizontal  sections 
as  a  direct  line,  dividing  the  injured  cells  into  segments  of  different 
sizes,  according  as  it  traverses  them  diametrically  or  at  vaiying 

Fig.  21. 


Showing  the  manner  in  which  the  cells  are  divided  in  an  incision. 
The  cells  laid  open  are  shaded.  The  dotted  line  on  either  side  marks 
the  walls  of  the  intact  cells  bordering  the  injury. 

distances  from  their  centres  (Fig.  21).  The  line  next  becomes  uneven, 
zigzag,  or  undulatory,  for  this  reason,  that  the  remains  of  the 
divided  cells  are  pressed  together  from  each  side  of  the  incision  as  a 
result  of  the  divisions  of  their  neighbours  ;  the  contents  of  the  cells 

the  naked  eye  in  regard  to  plant  repair  is  illustrated  by  a  series  of  preparations 
presented  by  me  a  few  years  ago. 
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escape  into  the  intercellular  spaces  or  externally  by  the  wound,  but 
the  compressed  and  flattened  remnants  of  the  protoplasmic  sacs^ 
pertaining  to  the  opened  cells  retain  their  position,  and  serve  as  a 
sure  means  of  tracing  the  line  of  repair.  In  some  plants,  e.  g.  the 
petioles  of  Rheum  rhaponticum,  a  coagulable  latex  is  shed  into  the 
surroimding  intercellular  spaces  and  into  the  incision.  The  walls  of 
the  intact  cells  bounding  the  incision  and  those  remains  of  the  walls 
of  the  cells  laid  open  which  are  folded  and  pressed  together  in 
it,  undergo  no  chemical  change ;  no  transformation  of  the  cellulose 
into  cork  takes  place,  as  is  proved  by  treating  sections  with  strong 
hydric  sulphate,  when  the  parts  mentioned  swell  up  and  disappear 
like  the  cellulose  walls  of  the  surroimding  parenchyma  :  the  colour 
test  with  iodine  solution  and  hydric  sulphate  discloses  the  same  fact.- 

Under  either  of  these  tests  the  compressed  relics  of  the  proto- 
plasmic sacs  within  the  incision  remain  unaffected,  in  this  resem- 
bling the  protoplasm  in  the  surrounding  cells ;  and  by  means  of 
these  the  course  of  the  incision  remains  traceable  even  when  aU  the 
cell  walls  have  been  destroyed  by  hydric  sulphate. 

The  living  cells  along  either  side  of  the  line  subdivide  in  planes 
more  or  less  parallel  with  that  of  the  injury.  The  new-formed 
tissue,  however,  is  chemically  like  the  rest  of  the  parenchyma,  i.  e, 
it  is  not  suberous.  In  the  next  stage  the  line  of  adpressed 
remnants  of  the  walls  and  protoplasm  of  the  opened  cells  becomes 
interrupted  by  the  interpolation  of  cells  between  those  bounding  it, 
the  newly  formed  cells  so  interpolated  becoming  conjoined  from  the 
opposite  sides  of  the  incision  in  the  intervals  of  the  broken  line, 
and  as  this  process  proceeds  the  remains  of  the  original  line  of 
protoplasmic  sacs  become  at  length  so  widely  and  irregularly  dis- 
parted as  to  render  the  original  course  of  the  incision  untraceable* 
in  the  scar-tissue. 

^  There  it  no  special  term  to  obviate  this  cumbrous  expression.  I  use  it  to 
signify  the  thin  sac  of  protoplasm  lining  the  cellulose  wall  and  holding  the  cell 
sap.     H.  von  Mohl's  designation  of  utricle  is  obsolete. 

*  The  best  method  of  performing  the  first  test  is  to  examine  the  section  in 
water  without  a  cover-glass,  then  to  drain  off  the  excess  of  water  and  add  a  drop 
of  pure  hydric  sulphate  from  one  side  whilst  the  specimen  is  still  under  observa- 
tion ;  by  this  means  the  uniform  and  full  action  of  the  acid  is  ensured.  The 
iodine  and  hydric  sulphate  test  is  best  performed  in  a  similar  manner,  by  alIow« 
ing  the  iodine  solution  to  act  first,  draining  off  the  fluid,  and  then  running  a  75 
per  cent,  solution  of  hydric  sulphate  down  to  the  section,  whilst  it  is  watched 
beneath  the  microscope  without  the  use  of  a  cover-glass. 
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In  fig.  B,  Plate  XIV,  is  represented  a  far  advanced  stage  in 
the  process  described,  as  seen  in  the  healing  of  a  closed  longitudinal 
incision  carried  through  the  cortical  parenchyma  and  deeper  parts  in 
the  young  intemodes  of  Aucuba  japonica.  This  interruption  of  what 
appears  in  a  horizontal  section  as  the  line  of  incision  takes  place  in 
all  directions  of  growth,  i.  e.  it  occurs  vertically  as  well  as  trans- 
versely ;  this  may  be  recognised  in  horizontal  sections  by  the  fact 
that  in  the  spots  where  the  cells  are  continuous  in  the  intervals  of 
the  broken  line  of  incision,  a  change  of  focus  may  bring  into  view 
other  segments  of  adpressed  elements.  That  the  absence  of  cork- 
formation  is  not  due  to  any  inability  on  the  part  of  the  tissue  to 
produce  it  is  proved  in  several  ways.  The  cortical  parenchyma  of 
Aucuba,  like  that  of  all  exogenous  shrubs  and  trees,  heals  most 
readfly  in  open  or  gaping  wounds  by  an  elaborate  formation  of 
cork-tissue ;  in  closed  incisions  cell-division  occurs  without  it.  But 
not  only  do  shrubs  and  perennials,  but  all  annuals  possess  the  power 
of  producing  cork-tissue  from  their  parenchyma  in  the  repair  of  open 
wounds.  In  the  Kohl-rabi,  in  which  a  closed  incision  will  heal 
without  the  intervention  of  cork,  if  the  incision  gape  widely  through- 
out, each  of  its  faces  heals  as  in  an  open  wound,  viz.  by  the  forma- 
tion of  cork-tissue.  In  such  annuals,  for  example,  as  Phaseolus, 
TropsBolimi,  Eeseda,  well-pronoxmced  cork-formation  obtains  in 
open  injuries;  the  observation  is  most  conveniently  made  by  slicing 
away  a  young  leaf  and  axillary  bud  close  to  or  flush  with  the  parent 
stem,  and  examining  the  amputated  surface  by  longitudinal  section 
after  the  termination  of  growth. 

The  cell-division  along  the  sides  of  the  incision  is  much  more 
regular  or  systematic  in  some  instances  than  in  others.  Sometimes 
the  cells  divide  regularly  in  planes  parallel  with  the  face  of  the 
incision,  and  form  tiers  of  muriform  elements  on  either  side  of  the 
woimd ;  the  best  example  I  have  seen  of  this  is  in  the  Kohl-rabi ; 
and  in  less  marked  manner  it  occurs  in  the  medulla  of  the  yoimg 
branches  of  Aucuba  japonica.  In  certain  plants  the  scar-tissue  in 
this  method  of  healing  undei^es  sclerosis.  The  formation  of 
sclerenchyma  in  the  repair  of  open  wounds  I  wiU  notice  presently, 
but  it  is  rarely  that  it  occurs  in  the  healing  of  closed  incisions. 

In  Kohl-rabi,  for  instance,  the  new-formed  flattened  cells  bound- 
ing the  line  of  a  closed  incision  often  undergo  thickening,  and  this, 
it  may  be,  for  a  depth  of  many  layers.  This  sclerosis  affects  only 
the  innermost  of  the  flattened  cells  noticed,  and  not  those  that  break 
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the  line  as  the  growth  of  tissue  proceeds  (fig.  b,  Plate  XIII,  and 
^g.  A,  Plate  XIV). 

In  the  young  intemodes  of  weeping  ash  (Fraxinvs  jpendula)  still 
more  marked  sclerosis  of  the  subdividing  medullary  cells  takes 
place  on  either  side  of  the  line  of  a  protected  longitudinal  incision. 
I  have  not  seen  actual  union  ensue  in  the  medulla,  though  in  the 
cambium  and  cortical  parenchyma  it  may  be  complete,  but  the  scar- 
tissue  in  the  latter  situations  presents  no  sclerosis ;  it  is  noteworthy 
that  the  normal  medullary  cells,  although  thin-walled,  are  to  a  slight 
degree  pitted  from  secondary  thickening. 

The  most  superficial  parts  of  a  longitudinal  incision  often  heal 
like  the  surfaces  of  open  wounds  in  the  same  plants,  viz.  by  cork- 
formation,  since  they  often  gape  and  undergo  drying  even  when 
protected  in  the  manner  described  in  the  earlier  part  of  this  paper. 
In  the  yoimg  branches  of  Aucuba  jajtonica  the  gaping  margins  of 
the  superficial  portion  of  the  cortical  parenchyma  heal  by  regularly 
disposed  layers  of  cork-cells  produced  in  tiers  by  division  of  the 
original  parenchymatous  cells,  which  form  a  secondary  meristem  or 
cork  cambium,  and  in  the  cork  itself  will  be  f  oxmd  a  line  of  not 
very  regularly  arranged  sclerenchymatous  cells. 

In  the  gaping  edges  of  perforating  incisions  in  some  Cactacese 
(Cereus,  Echinocactus,  Opimtia)  a  line  of  sclerenchymatous  cells  is 
sometimes  met  with  in  the  substance  of  the  reparative  cork,  with 
the  tabular  cells  of  which  they  correspond  in  form,  and  between 
which  they  lie.  Such  thickened  cells  are  differentiated  from  those  of 
the  cork  cambiimi.  This  may  be  traced  in  sections  made  at  a  suitable 
stage,  when  no  cork-cells  lie  beneath  them ;  as  the  further  formation 
of  cork  proceeds  from  the  cambium,  the  sclerenchyma  is  cut  off  from 
the  latter,  and  comes  to  lie  in  the  midst  of  the  suberous  tissue. 

In  these  cases  the  original  walls  of  the  thickened  cells  will  be 
f  oimd  to  have  undergone  a  chemical  change,  and  to  remain  uncoloured 
blue  by  the  iodine  and  hydric  sulphate  test,  as  well  as  unaffected  by 
pure  hydric  sTilphate.  As  the  section  exposes  the  original  wall  to  the 
action  of  the  reagents,  it  cannot  be  that  the  absence  of  ensuing 
change  results  from  any  protection  afforded  to  the  cell  wall  by  the 
secondary  thickening.  In  those  instances,  however,  in  which 
«clerenchyma  is  formed  in  the  process  of  repair,  it  is  formed  in  the 
same  plants  under  more  natural  though  allied  conditions.  In  the 
older  parts  of  the  stems  of  the  species  of  CactacesB  first  named, 
for  instance,  the  surface  is  constituted  by  layers  of  flattened  cork- 
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cells  in  place  of,  or  rather  beneath  the  original  epidermis,  and 
in  the  deeper  part  of  this  cork  there  lies  a  single  or  double 
line  of  sclerenchjmatons  cells  of  similarly  flattened  tabular 
form.  After  experimental  amputation  of  parts  of  these  plants, 
also,  the  divided  surface  heals  in  the  same  manner  beneath  a 
scab  or  crust  of  withered  cells.  A  formation  of  sclerenchirma 
obtains  also  in  the  stratified  covering  of  cork  which  heals  the 
gaping  edges  of  perforating  incisions  in  the  aerial  roots  of 
Philodendron ;  and  a  similar  mode  of  repair  is  of  regular  occurrence 
in  the  same  roots  after  amputation,  as  well  as  beneath  the  dead 
ends  or  parts  of  such,  separating  the  necrosed  tissue  from  the 
living.  Sclerenchyma  is  to  be  found,  in  fact,  in  the  cork  covering  the 
older  roots  independently  of  injury,  and  where  the  surface  is  smooth 
and  otherwise  natural. 

Amongst  exogenous  shrubs  and  trees  I  have  seen  such  a  forma- 
tion of  sclerenchyma  in  connection  with  cork  ordjiaAucvbajapamca ; 
here,  again,  it  is  of  common  occurrence,  and  may  be  observed  in  old 
leaf -scars,  and  beneath  the  rough  raised  blackish  areas  frequent  on 
the  branches  and  due  to  injury,  as  weU  as  in  the  reparative  cork 
formed  when  a  young  intemode  has  been  shed  after  being  killed 
experimentally  by  amputating  close  below  a  pair  of  axillary  buds. 

In  the  last-mentioned  experiment,  the  intemode  slowly  dies,  and 
is  cleanly  disarticulated  immediately  above  the  buds  next  below  it, 
one  of  which  has  in  the  meantime  grown  out  into  a  branch  (Fig.  22). 
The  surface  left  after  such  a  disarticulation  will  exhibit  in  vertical 
section  the  following  structure  : — a  zone  of  cells  three  deep  or  so  of 
tabular  or  murif  orm  cork,  a  line  of  sclerosed  cells  continuous  though 
somewhat  irregular  in  their  course,  and  beneath  this  a  tabular  phello- 
gen  and  phelloderma  passing  into  the  general  ground  tissue  of  the 
medulla  and  cortical  parenchyma ;  the  thickening  affects  chiefly  or 
only  that  wall  of  the  ceU  which  is  farthest  from  the  free  surfece. 
Why  more  cells  than  those  actually  laid  open  in  exposed  wounds  die 
is  not  clear  ;  possibly  the  free  exposure  of  the  intercellular  system  of 
spaces  leads  to  rapid  drying  in  the  imopened  cells  for  a  short  dis- 
tance below  the  surface,  and  so  to  their  death  ;  for  not  only  is  the 
exposure  so  resulting  far  greater  than  that  which  occurs  through 
stomata,  but  there  exists  no  means  by  which  transpiration  may  be 
regulated. 

The  starch  graniiles  escaping  into  an  incision  from  the  divided 
cells  remain  unchanged.     If  an  incision  be  made  into  the  cotyledons 


Digitized  by 


Google 


HEALING   OF   INCISIONS   IN    VEGETABLE   TISSUES.  897 

of  Faba  vulgaris  when  germination  has  commenced,  and  the  coty- 
ledons be  examined  by  sections  after  they  have  begun  to  waste,  it 
will  be  f  oimd  that  whilst  all  the  starch  of  the  cells  has  been  used 
up  during  germination,  starch  granules  exist  abundantly  in  the 
course  of  the  incision  in  the  remains  of  the  cells  laid  open ;  the 
starch  is  here  beyond  the  range  of  the  living  cell  processes  concerned 
in  metabolism,  and  remains  undissolved  and  unchanged.  Bepair  in 
the  cotyledons  is  of  the  smallest  kind ;  here  and  there  an  enlarged 
ceU  projects  into  the  incision,  but  the  cell  walls  along  its  sides 
undergo  no  suberous  change. 

Fig.  22. 


Aucuba  Japonica,  after  nroputatiou  of  a  young  iuternodo  a  abort 
distance  below  a  pair  of  axillary  buds,  showing  the  sttimp  remaining 
after  the  shedding  of  the  internode ;  to  its  left  is  a  dormant  axillary 
bud,  to  its  right  a  brancblet  which  has  grown  from  the  opposite  bud 
after  the  pruning  referred  to. 

After  longitudinal  incision  in  the  growing  branches  of  Aucuba 
japonica  I  have  seen  starch  lying  in  the  line  of  injury  forty-eight 
days  after  the  experiment,  at  which  date  healing  had  taken  place  by 
the  union  of  the  cells  formed  on  the  opposite  faces  of  the  incision. 
In  the  branches  of  Pelargonium,  after  amputation,  it  may  also  be 
observed  that  the  starch  granules  remain  in  the  ground-tissue  close 
beneath  the  cut  surface,  the  cells  of  which  rapidly  die,  whilst  there 
is  none  in  the  stratified  cork  and  cork  cambium,  which  have  been 
produced  from  cells  in  which  starch  was  previously  stored.     When 
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tissue  death  is  slow,  starch  is  removed  from  intact  cells.  If  the  end 
of  a  growing  branchlet  in  Aucuba  japonica  is  cut  away  in  the  spring 
at  a  spot  close  below  a  pair  of  leaves  and  their  axillary  buds,  the 
intemode  which  now  terminates  the  branchlet  dies  for  its  whole 
length,  and  is  cleanly  shed  close  above  the  pair  of  buds  below,  one  of 
which  grows  out  to  reproduce  what  is  lost  (Fig.  22). 

The  intemode  becomes  slightly  wrinkled,  loses  somewhat  its  green 
colour,  and  in  this  condition,  like  that  of  the  petiole  of  many  deciduous 
leaves,  it  is  cleanly  shed,  the  microscopic  details  of  the  process  being 
essentially  the  same  as  those  which  accompany  the  ordinary  fall  of  a 
leaf.  Before  the  intemode  is  detached  all  the  starch  is  removed  from 
the  medullary  and  cortical  groimd-tissues,  as  may  be  proved  by  slicing 
away  portions  from  it  at  different  periods  during  the  time  occupied  in 
its  separation.  This  removal  corresponds  with  that  of  the  starch  in 
foliage  leaves  ;  whilst  active  the  starch  is  periodically  removed  and 
renewed  for  the  further  use  of  the  plant,  but  production  at  length 
ceases,  and  at  the  time  of  fall  none  is  formed  to  replace  what  is  con- 
sumed. This  removal  of  starch  takes  place  on  a  still  more  extensive 
scale  in  dead  wood.  In  the  dead  portion  of  a  branch  no  starch  will 
be  found,  although  it  may  be  present  in  abundance  in  the  living 
part  below  the  limit  of  the  dead,  in  the  cells  of  the  medullary  rays 
and  woody  parenchyma  as  well  as  in  the  medulla  and  cortical  ground- 
tissue. 

To  return  to  healing  by  primary  adhesion.  Besides  the  case  de- 
scribed in  which  healing  occurs  without  any  separation  of  the 
divided  surfaces,  it  often  happens  that  separation  results  from  the 
tension  of  the  divided  tissues.  The  effects  of  tension  as  witnessed 
on  longitudinally  bisecting,  &c.,  a  growing  exogenous  stem  or  young 
branch  are  well  known ;  as  far  as  they  concern  the  faces  of  a  longitu- 
dinal incision  they  may  be  readily  observed  in  the  growing  intemodes 
of  Faba  vulgaris  or  Helianthus  annuus.  If  a  longitudinal  diame- 
trical incision  be  made  in  an  intemode,  but  not  so  as  to  perforate  it 
completely,  it  gapes  for  its  whole  depth  ;  and  the  same  happens  if 
the  incision  be  extended  so  as  to  traverse  the  entire  thickness  of 
the  intemode.  The  degree  varies  in  different  plants  ;  longitudinal 
incisions  in  the  young  intemodes  of  Aucvha  japonica  exhibit  very 
little. 

In  the  medulla  itself  there  exist  unequal  tensions,  the  longitudinal 
tension  being  greater  centrally  than  peripherally.  If  the  medulla  of 
Helianthus  be  completely  isolated,  and  then  split  longitudinally,  the 
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halves  curve  away  from  each  other,  as  do  the  halves  of  the  stem 
itself  when  sunilarly  bisected ;  if  in  an  isolated  portion  of  medulla 
a  vertical  incision  be  made  into  the  horizontal  face  of  one  end, 
so  as  to  leave  part  of  the  periphery  entire,  the  divided  surfaces 
recede  from  one  another,  becoming  concave;  the  same  ensues  if 
a  moderately  thin  horizontal  slice  is  completely  divided  diame- 
trically :  if  in  an  internode  longitudinally  bisected,  the  medulla  be 
incised  longitudinally,  the  faces  of  the  incision  recede  from  one 
another ;   if  the  incision  be  horizontal  its  faces  remain  in  apposition. 

The  healing  by  primary  adhesion  which  occurs  when  the  deeper 
parts  of  a  longitudinal  incision  are  separated  by  tension  may  be  fol- 
lowed in  the  young  stem  of  Faba  vulgaris  by  starting  several  experi- 
ments together  and  examining  the  daily  stages.  Immediately  after 
incision,  which  was  made  with  a  lancet,  goldbeaters'  skin  was  wrapped 
round  the  part,  and  a  noose  of  silk  lightly  tied  over  the  centre  of  the 
wound. 

The  tissues  were  hardened,  as  in  other  cases,  in  Kleinenberg's  picric 
acid  solution,  and  afterwards  in  three  changes  of  alcohol  of  increasing 
strength.  After  twenty-four  hours  horizontal  sections  of  the  young 
stem  show  gaping  of  the  surfaces  of  the  medulla,  and  it  may  be  of 
the  deeper  part  of  the  cortical  parenchyma ;  the  amount  of  appo- 
sition in  the  cortex  is  variable,  doubtless  from  slight  differences  in 
the  tightness  of  the  dressing.  The  line  of  incision  on  either  side 
of  the  gap  is  sharply  defined,  and  has  a  look  at  first  suggesting 
suberisation  of  the  walls  of  the  intact  cells  bounding  the  incision. 

Careful  testing  of  sections  with  pure  hydric  sulphate  shows, 
however,  that  no  suberisation  occurs,  and  that  the  sharpness  of  the 
line  is  due  to  the  collapsed  segments  of  the  protoplasmic  sacs  which 
remain  closely  adherent  to  the  walls  of  the  opened  cells ;  under  the 
action  of  the  reagent  mentioned  the  cellulose  wall  swells  up  beneath 
the  unaffected  protoplasm.  In  those  parts  where  the  faces  of  the 
incision  are  in  strict  apposition  the  remains  of  the  protoplasm  are 
compressed  between  the  walls  of  the  cells  boxmding  the  injury,  the 
line  of  which  is  thus  constituted  by  a  double  wall  of  cellulose,  includ- 
ing between  its  layers  the  thin  compressed  segments  of  the  opened 
protoplasmic  sacs. 

Cell  division  may  in  some  cases  be  observed  in  the  groxmd-tissue 
at  this  period ;  the  cells  which  bound  the  incision  may  be  here  and 
there  once  divided  in  a  plane  parallel  with  it,  and  similar  division 
may  have  proceeded  in  the  cells  more  immediately  subjacent.     In 
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the  interfascicular  cambimn,  if  crossed  by  the  incision,  cell  multi- 
plication is  more  rapid ;  small  clavate  or  hemispberical  cells  may 
project  out  from  the  cambium  and  nearly  fill  any  interval  between 
the  divided  parts  in  this  situation.  Should  the  edges  of  the  incision 
through  the  interfascicular  cambium  be  in  apposition,  as  sometimes 
happens,  the  line  of  adpressed  walls  pertaining  to  the  opened  cells  of 
the  cambiimi  may  be  broken  through  by  the  new-formed  cells, 
which  thus  effect  a  rapid  but  not  an  **  immediate "  imion  in  this 
situation.  After  two  days  the  cell  division  of  the  ground-tissue  and 
interfascicular  cambium  has  proceeded  to  a  greater  degree,  the  line 
of  incision  being  interrupted  by  projecting  cells;  in  the  gaping 
medulla  the  incision  is  on  either  of  its  sides  rendered  irregular  at  spots 
by  large  clavate  cells,  without  the  space  being  as  yet  bridged  across. 
After  three  days  some  of  the  projecting  cells  of  the  callus  in  the 
medulla  may  be  five  times  in  length  what  they  are  in  breadth,  pro- 
truding far  into  the  interval  left  between  the  receding  edges  of  the 
incision ;  these  enlarged  cells  themselves  also  undergo  subdivision. 

The  cortical  ground-tissue  in  some  cases  heals  without  separation 
of  its  surfaces ;  should  its  deeper  part  gape,  the  interval  may  be 
loosely  filled  with  elongated  cells  growing  out  from  the  faces  of  the 
incision.  In  the  cambium  complete  union  has  occurred.  After 
five  days  healing  is  completed  except  in  the  centre  of  the  medulla, 
where  the  interval  is  greatest,  most  of  the  space  being  filled  with 
large  loosely  applied  cells.  The  original  thin  line  of  the  remains  of 
the  opened  protoplasmic  sacs  is  recognisable  in  small  fragments 
lying  scattered  about  the  outskirts  of  the  new  tissue,  the  extent  of 
which  is  recognisable  by  the  large  size  and  grotesque  forms  of  its 
cells.  The  action  of  pure  hydric  sulphate  shows  that  the  cells  of  the 
reparative  tissue  have  ordinary  walls  of  cellulose. 

The  absence  of  cork  formation  arises  from  the  protection  afforded. 

That  the  parenchyma  in  Faba  vulgaris  is  capable  of  producing 
-cork  is  readily  proved  by  stripping  off  pieces  of  the  epidermis,  by 
amputating  the  young  stem,  or  half  dividing  it  horizontally,  when 
the  woimd  gapes  so  widely  that  no  imion  subsequently  occurs. 

Under  these  various  circumstances  the  injuries  heal  like  open 
wounds  in  general,  viz.  by  cork  formation  from  the  ground  tissue, 
and  from  the  cambium  if  the  latter  is  involved.  In  Faba,  however, 
amongst  annuals,  the  formation  of  cork  tissue  (as  I  have  noticed  in 
the  *  Linn.  Soc.  Joum.,'  vol.  xix)  is  not  very  pronounced.  The  cells 
divide  only  to  the  second  or  third  degree,  there  is  no  orderly  zone  of 
cork  cambium,  and  the  lower  limit  of  the  cork  is  not  straight  but 
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DESCRIPTION  OF  PLATE  XHI. 

lUuBtrating  Mr.  S.  G.  Shattock's  paper  on  "  Healing  of  Incisions 
in  Vegetable  Tissues."     (Page  387.) 

From  drawings  by  the  author. 

Fia.  A. — Philodendron ;  atrial  root.  (  x  100.)  Horizontal  section  showing 
the  nnion  proceeding  in  the  outer  gaping  part  of  tho  cortical  ground  tissue  after 
longitudinal  incision.  [Secondary  adhesion,  or  third  intention.]  The  two  faces 
of  the  wound  are  bounded  by  tiers  of  flattened  cork  cells ;  the  innermost  are  of 
larg^  size,  irregular  in  form,  and  unite  the  deeper  part  of  the  incision. 

Fig.  B. — The  left-hand  segment  of  Fig.  A,  Plate  XIV,  more  highly  magnified 
(q.v.).    (xlOO.) 

Fig.  C. — Ficui  carica,  (  x  100.)  Medulla  of  a  young  in temode.  Horizontal 
section  showing  the  healing  of  a  longitudinal  incision  attended  with  separation 
of  the  faces  of  the  wound,  but  carefully  protected. 

The  interval  is  filled  with  large  callus  cells  in  process  of  sclerosis ;  beneath 
these  is  a  smaller-celled  scar  tissue,  tho  part  of  which  nearest  the  wound  is  also 
sclerosed.    No  cork  has  been  produced.    [Primary  adhesion,  or  first  intention.] 
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DESCRIPTION  OP  PLATE  XIV. 

Illustrating  Mr.  S.  G.  Shattock's  paper  on  <<  Healing  of  Incisions 
in  Vegetable  Tissues."     (Page  387.) 

From  drawings  by  the  author. 

Fio.  A. — Kohl-rabi.  Horiiontal  section  of  a  healed  longitadinal  incision. 
(X  60.) 

The  cells  on  either  side  of  the  incision  have  undergone  subdiyision;  those 
boonding  it  are  sclerosed.  The  line  of  incision  has  been  broken  into  segments 
by  the  intmsion  of  the  growing  gproand-tissne.  Two  sach  segments  are  shown 
in  the  figure. 

The  narrow  interval  between  the  lines  of  sclerosed  cells  is  occupied  by  the 
remains  of  the  cells  opened  by  the  lancet,  and  the  cell  contents. 

Fig.  B.^Auouba  japonica,  young  branchlet.  Horizontal  section  showing 
the  completed  healing  of  a  longitudinal  incision  by  primary  adhesion  or  first 
intention.  The  surface  has  slightly  gaped,  and  the  tissue  is  here  covered 
with  a  stratified  layer  of  thin- walled  cork  cells  in  place  of  the  normal  epidermis. 
In  the  deeper  part  of  the  cortical  parenchyma  the  incision  is  traceable  by  means 
of  the  compressed  remnants  of  certain  of  the  cells  originally  opened  by  the 
lancet.  The  parenchyma  from  the  cork  to  the  cambium  is  of  smaller  and  lest 
regularly  formed  cells  along  the  site  of  the  injury — scar  tissue. 

No  trace  of  the  injury  is  detectable  in  the  cambium  or  most  newly  produced 
wood,  although  the  incision  reached  the  medulla.    (  x  100.) 

Fig.  C— Horse-chestnut,  showing  union  of  the  cork-covered  callus  over  a 
denuded  surface  of  wood.  [Third  intention.]  The  latter  is  represented  in  longi- 
tudinal section  at  the  south  of  the  figure.  The  cork  which  originally  covered 
each  process  of  callus  has  been  broken  through  by  the  growing  cortical  paren* 
chyma  or  ground-tissue  of  the  callus ;  a  portion  of  the  cork  remains  on  the  deep 
aspect  of  the  callus,  the  rest  covers  its  outer  free  surface.  The  wood  of  the 
callus  has  not  yet  advanced  into  the  continuous  parenchyma. 
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irregular.  The  callus  is  formed  in  chief  amount  from  the  cambium, 
after  hemisection  or  amputation  of  the  young  stem,  its  more  super- 
ficial cells  becoming  suberous  if  the  plant  is  grown  under  ordinary 
conditions ;  but  no  extension  of  this  callus  follows  over  the  exposed 
medulla  in  Faba  or  any  other  annual,  nor  does  it  form  an  observable 
macroscopic  feature  as  in  exogenous  shrubs  and  trees. 

That  the  incentive  to  suberisation  of  the  cell  wall  is  the  drying 
due  to  exposure  appears  also  from  the  fact  that  no  cork  is  found 
bounding  the  medulla  in  plants  where  the  latter  is  normally  rup- 
tured during  growth,  as  in  Taraxacum,  Dahlia,  Helianthus,  Faba. 
Not  only  is  there  no  reparative  formation  of  cork  in  these  circum- 
stances, but  no  chemical  change  takes  place  in  the  wall  of  the  entire 
cells  bounding  the  cavity.  In  the  stem  of  Carduvs  eriophorvs  I  met 
with  an  interesting  illustration  of  the  influence  exposure  has  in  deter- 
mining the  formation  of  cork.  The  stem  is  naturally  hollow  with 
horizontal  dissepiments.  After  amputation  of  the  growing  apex  the 
surface  healed  as  usual  by  means  of  a  production  of  cork  tissue,  but 
the  central  space  below  the  first  dissepiment  presented  an  exactly 
similar  lining  of  cork ;  and  on  looking  carefully  I  discovered  a  small 
circular  aperture  in  the  partition  which  closed  it  above :  the  lower 
spaces  in  the  stem,  which  were  securely  shut  off,  presented  no  cork 
formation  whatever. 

In  the  petiole  of  Bheum  rhaponticum  the  imion  of  longitudinal 
incisions  is  hindered  by  a  coagulable  effusion  which  escapes,  also, 
externally  like  the  blood  from  a  woimd  in  animal  tissues.  This 
effusion  solidifies  quite  apart  from  drying,  and  is  obvious  to  the 
naked  eye  in  a  freshly  cut  horizontal  section  of  the  healing  petiole. 
It  is  probably  of  the  same  nature  as  that  which  exudes  from  the 
cut  surface  of  the  fruit  of  Cucvmia  sativus,  or  the  stems  and  petioles 
of  Ecballium  officinale,  where  it  is  shed  from  laticiferous  vessels. 
The  nature  of  this  coagulation  is  a  subject  needing  physiological 
investigation ;  and  it  is  surely  interesting  to  note  that  John  Hunter, 
in  his  museum,  had  placed  preparations  of  coagulated  vegetable 
fluids  by  the  side  of  coagula  of  blood. 

The  immediate  result  of  longitudinal  incision  in  the  young  petiole 
is  separation  of  the  whole  of  the  surfaces  from  tension;  at  the 
fibro-vascular  bimdles  the  separation  is  least,  and  where  such  are 
divided  longitudinally  they  project  from  the  faces  of  the  wound. 
Horizontal  sections  after  the  completion  of  growth  show  to  the 
naked  eye  in  the  line  of  injury,  a  series  of  narrow  elliptical  areas  of 
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transparent  coagulum,  in  the  intervals  between  some  of  which,  and 
at  the  more  superficial  parts,  the  tissues  are  continuous  (Fig.  23). 
The  coagulum  holds  the  parts  together  nearly  as  firmly  as  the  new 
tissue  itself.  The  entire  mode  of  repair  resembles  that  already 
described  in  the  young  stem  of  Faiha  vulgaris.  In  Bheum  union 
occurs  chiefly  where  the  incision  has  traversed  a  vascular  bundle ;  for 
here  not  only  is  the  separation  of  surfaces  least,  but  the  callus 
produced  by  the  soft  bast  or  cambif orm  tissue  of  the  bundle  is  more 

Fio.  23. 


Bheum  rhaponlieum.  Petiole  after  longitadinal  inciMon.  HorizonUl 
section.  Except  at  the  surface  the  faces  of  the  wound  are  separated  by 
coagulated  latex,  ▲.  At  B,  all  union  has  taken  place  in  the  situation 
of  a  divided  fibro-vascular  bundle.     (Natural  size.) 

exuberant  than  by  the  general  ground  tissue :  sometimes  union  takes 
place  between  the  large-celled  callus  of  the  latter,  and  the  smaller 
celled  derived  from  a  bimdle  just  exposed  on  the  opposite  face  of 
the  incision.  The  individual  cells  may  be  of  great  length,  and 
project  far  into  the  coagulimi.  The  process  observed  in  the  petioles 
of  Bheum  rhaponticum  bears  a  comparison  with  that  in  which  blood 
is  effused  into  an  incision  in  animal  tissues.  The  blood  delays 
imion  since  it  is  itself  incapable  of  further  development,  and 
in  the  repair  the  clot  is  removed  by  the  granulation  tissue  which 
extends  into  and  consumes  it.  this  tissue  undergoing  subsequent 
development  into  the  fibrous  tissue  of  the  cicatrix.  In  open  woimds, 
also,  there  is  at  times  an  equally  close  resemblance  between  animal 
and  v^etable  tissues.  For  example,  after  pruning  away  the  young 
leaves  in  Ecballium  officinale  close  to  the  growing  stem,  the  latex 
effused  over  the  cut  surface  coagulates,  and  then  dries  into  a  glassy 
film,  beneath  which  the  ground  tissue  subdivides  to  produce  a  cork 
cambium  and  cork,  the  process  being  much  like  that  in  which  an 
open  wound  in  man  heals  beneath  a  dry  scab  of  blood  or  of  lymph 
effused  over  and  coagulated  upon  its  surface. 

In  repair  without  separation  of  surfaces  the  innermost  of  the  new 
cells  in  exceptional  instances  undergo  sclerosis ;  this  I  have  already 
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described  in  the  KoM-rabi.  The  same  holds  true  where  a  pro- 
jecting formation  of  new  tissue,  or  callus,  fills  the  gaping  parts  of  a 
protected  incision.  This  sclerosis  of  the  callus  cells  invariably  occurs 
in  the  medulla  of  the  young  intemodes  of  Ficus  carica  (fig.  c, 
Plate  XIII). 

The  cells  along  the  sides  of  the  gaping  cleft  divide  more  or  less 
regularly  in  planes  corresponding  with  that  of  the  incision. 

Before  repair  commences,  the  remains  of  the  cells  opened  by  the 
lancet  are  easily  recognisable  boimding  the  living  groimd  tissue, 
none  of  the  elements  of  which  die  other  than  those  actually  cut 
open. 

In  the  first  stage,  certain  of  the  intact  cells  along  the  incision 
undergo  remarkable  overgrowth,  becoming  clubbed  or  pyriform,  with 
their  larger  ends  projecting  into  the  space ;  these  meeting  with 
similar  cells  from  the  opposite  side,  the  interval  comes  to  be  filled 
with  a  delicate  parenchyma  of  large  cells  separated  by  wide  inter- 
cellular passages,  which  disappear  as  the  cells  become  more  com- 
pactly pressed  together.  Cell  division  takes  place  also  beneath  the 
divided  surfaces,  as  in  cases  where  there  is  no  interspace  to  be  filled. 
In  Ficus  both  the  callus  cells  and  the  smaller  celled  tissue  beneath 
undergo  sclerosis. 

When  in  the  branch  of  an  exogenous  shrub  or  tree,  a  longitudinal 
incision  traverses  the  cortex  and  fully  formed  xylem,  no  repair  of 
the  latter  ensues ;  nor  does  any,  of  coxirse,  take  place  in  the 
medulla  if  its  tissue  is  dead  at  the  time  of  the  experiment.  But  in 
the  case  of  incisions  made  into  young  intemodes,  healing  of  the 
cortical  parenchyma,  cambium,  and  bast  may  occur  by  the  method 
of  primary  adhesion  described;  this  only  happens  when  careful 
protection  is  afforded  so  as  to  prevent  drying  and  shrinkage ;  I  have 
followed  it  in  Aucuha  japonica,  Prunus  lauro-ceraeus,  Fraxinus 
pendula.  In  the  young  intemodes  of  Aucuba,  after  complete  per- 
foration with  a  narrow-bladed  lancet  and  careful  subsequent  protec- 
tion, the  incision  in  the  medulla  will  heal,  with  or  without  separation, 
by  the  methods  already  described,  and  without  cell  sclerosis,  except 
in  the  immediate  neighbourhood  of  the  xylem ;  in  the  cortical 
parenchyma  it  will  be  just  traceable  by  a  few  disparted  fragments 
of  adpressed  protoplasmic  sacs  and  remains  of  divided  cell  walls ; 
at  the  very  surface  the  edges  gape,  and  are  healed  by  cork  and 
Bclerenchyma.  But  neither  in  the  cambium  nor  in  the  wood,  after 
the  completion  of  the  season's  growth,  will  there  be  any  trace  of  the 
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incision.  Such  a  perfect  result  happens  only  when  the  youngest 
intemodes  are  used,  and  at  a  period  when  microscopic  examination 
shows  that  no  woody  prosenchyma  has  yet  been  difEerentiated  from 
the  cambium.  In  the  young  branches  of  Fraxinus  pendula  I  have 
observed  similar  perfect  repair,  except  in  the  wood  already  formed 
prior  to  the  experiment: — ^in  the  cortical  parenchyma  and  bast 
parenchyma,  disparted  segments  of  cell-remains,  on  the  sides  of 
which  are  groups  of  flattened  cells ;  in  the  cambium  and  chief  part 
of  the  xylem  no  trace  of  the  injury;  the  deepest  part  of  the 
xylem  unhealed  and  in  apposition.  Fully  formed  woody  tissue  is 
incapable  of  repair,  but  the  healing  of  the  cambium  being  readily 
effected,  the  wood  subsequently  produced  is  formed  in  continuity. 

Union  of  the  medulla,  if  the  faces  of  the  incision  remain  together, 
can  only  take  place  when  the  xylem  is  at  an  early  stage  of  deve- 
lopment, seeing  that  this  involves  a  disruption  of  the  line  by  the 
intercalation  of  new  cells ;  if  the  woody  tube  is  completed,  this  is 
impossible.  Hence,  in  the  above-cited  experiment  on  Fraxinus,  the 
incision  in  the  medulla  is  not  repaired ;  the  first  row  or  two  of 
entire  cells  boimding  it  imdergo  division,  and  in  addition  subsequent 
sclerosis,  but  the  line  is  not  broken  through. 

Healing  of  Incisions  by  Secondary  Adhesion, 

This  term  is  applied  in  animal  pathology  to  signify  the  healing 
that  ensues  upon  the  bringing  together  of  two  open  granulating 
surfaces.  The  process  that  may  be  compared  with  this  in  plant 
repair  is  that  in  which  two  free  surfaces,  after  healing  has  ad- 
vanced to  a  certain  degree,  come  to  meet  one  another  and  imite. 

In  plants  the  process  differs  from  that  which  I  have  compared 
with  primary  adhesion  in  that  the  surfaces,  being  freely  exposed 
before  they  meet,  are  healed  by  cork  tissue ;  in  primary  adhesion  no 
cork  is  formed.  Union  by  secondary  adhesion  presents  two 
varieties ;  in  one  it  takes  place  between  the  cork  which  covers  the 
two  faces  of  the  incision,  in  the  other  by  means  of  its  disruption* 
The  first  is  possible  only  when  the  cork  tissue  forms  the  actual  sur- 
face, and  is  not  produced  at  a  depth  beneath  a  crust  of  dead  cells ; 
the  cork  cells,  too,  must  be  living.  The  apposed  cells  simply  cohere, 
in  the  same  way  that  those  with  walls  of  cellulose  do  in  primaiy 
adhesion ;  there  is  no  indication  of  the  production  of  an  intercellular 
connecting  substance. 
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I  have  observed  direct  union  of  cork  tissue  in  the  aerial  roots  of 
Philodendron.  If  a  longitudinal  incision  perforating  the  entire 
thickness  of  the  aerial  root  is  allowed  to  gape,  this  method  of  repair 
may  be  found.  To  cite  the  notes  of  an  examination :  Cortical  paren- 
chyma, no  union  of  the  more  superficial  part  of  the  incision ;  repaired 
by  tiers  of  cork  cells  of  flattened  brick-like  form,  but  the  most  super- 
ficial cells  of  each  tier  are  of  large  size,  hemispherical  or  pyrif  orm ;  in 
the  deeper  part  of  the  cortical  parenchyma  the  interval  is  filled  and 
healing  completed  by  the  imion  of  the  large  irregular  cells  of  cork 
noticed.  Pure  hydric  sulphate  proves  the  uniting  cells  and  sub- 
jacent tiers  to  be  chemically  perfect  cork  (fig.  a,  Plate  Xm). 

In  places,  however,  in  the  cortex,  the  cork  after  having  met  and 
imited  is  broken  through  by  the  growing  ground  tissue,  as  described 
later  on  under  the  second  variety  of  healing.  The  incision  in  the 
woody  core  heals  in  the  same  way,  but  the  elements  of  the  reparative 
tissue  are  smaller,  since  the  parenchymatous  cells  producing  them, 
and  among  which  the  vascular  bundles  lie,  are  smaller  than  those  of 
the  cortical  groimd-tissue  beyond  the  pericambium. 

In  other  specimens  of  incised  Philodendron  root  I  have  seen 
healing  without  cork  formation,  the  cortical  parenchyma  uniting  by 
a  large-celled  callus,  and  pure  hydric  sulphate  shows  this  to  be 
cellulose  throughout ;  the  parenchymatous  tissue  of  the  woody 
core  healing  by  the  same  method.  The  differences  in  the  repair  of 
the  same  tissues  depend  doubtless  upon  differences  in  exposure, 
open  wounds  of  the  roots,  such  as  those  of  amputation,  readily 
healing  by  the  development  of  cork. 

In  the  second  variety  of  healing  by  second  intention,  no  union 
happens  between  the  cork  which  invests  the  two  surfaces. 

One  of  the  best  instances  of  this  which  I  have  observed  was  in  the 
case  of  longitudinal  incisions  carried  completely  through  the  stem  of 
Echinocactus,  and  when  from  wide  gaping  of  the  wound  the  faces 
of  the  injury  had  dried.  Each  surface  heals  as  in  an  open  woimd 
by  the  development  of  flat-celled  phellogen  and  cork  beneath  a  crust 
of  withered  cells.  But  as  growth  proceeds,  the  faces  of  such  an 
incision  sometimes  come  to  meet,  and  after  this  no  further  growth 
of  cork  takes  place,  for  this  tissue  being  essentially  protective,  no 
further  physiological  demand  for  it  arises.  At  one  stage  the  course 
of  the  injury  is  to  be  traced  with  the  unaided  eye  by  the  thin  brown 
line  of  withered  cells  pressed  together  from  the  sides  of  the  incision, 
and  on  either  side  of  this  by  an  uncoloured  semi-transparent  zone, — 
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the  area  in  which  cell  diyision  is  proceeding,  and  the  macroscopic 
characters  of  which  arise  from  the  new  tissue  being  devoid  of 
chlorophyll  and  starch,  and  containing  no  intercellular  spaces. 

At  a  later  stage  the  double  zone  of  muriform  cork  tissue  becomes 
disrupted,  or  broken  into  segments  as  growth  proceeds,  by  the 
intrusion  of  cells  from  the  surroimding  groimd-tissue.  The  cork  is 
segmented  in  both  vertical  and  transverse  directions,  i.e.  in  a 
centrifugal  manner  in  the  plane  of  section,  but  without  its  apposed 
surfaces  in  the  different  segments  being  themselves  separated 
(Fig.  24). 

Fig.  24. 


Schinocactu*.  Horizontal  section,  illastratin^  the  mode  in  which  the 
cork  covering  two  surfaces  of  a  gaping  unprotected  incision  is  subse- 
quently broken  through  by  the  growing  g^und  tissue.  "  Secondary 
adhesion."     (Semi-diagrammatic.) 

The  same  process  ensues  in  the  completion  of  the  healing  which 
obtains  in  exogenous  shrubs  or  trees  after  open  wounds  attended 
with  loss  of  bark,  whether  due  to  pruning,  ringing,  or  other  injury. 
Under  all  these  circumstances  it  is  a  matter  of  common  observation 
that  there  occurs  a  growth  of  reparative  tissue  or  callus  from  the 
cambium.  The  divided  edge  of  the  bark  dies,  together  with  a 
certain  depth  of  the  exposed  wood,  and  over  the  dead  surface  of  the 
wood  the  callus  advances  from  beneath  the  dead  edge  of  the  bark. 

In  a  vertical  section  the  callus  is  seen  to  be  constructed  of  a 
deeper  woody  portion  covered  exteriorly  with  a  cortical  system,  these 
being  continuous,  the  first  with  the  new  wood  formed  during  the 
same  period  beneath  the  general  bark,  the  second  with  the  deepest 
layer  of  the  newly  formed  phloem.  No  adhesion  takes  place  between 
the  callus  and  the  dead  wood  over  which  it  is  advancing,  though 
they  are  most  accurately  and  closely  applied,  the  new  tissue  filling 
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in  its  advance  every  inequality  of  the  dead  wood,  its  individual  cells 
adapting  themselves  to  the  microscopic  irregularities  of  the  surface. 
Passing  over  the  detailed  histology  of  the  callus  and  the  mode  of  its 
first  formation  from  the  divided  cambium,  it  is  enough  to  observe 
iu  connection  with  the  present  subject  that  the  caUus  itself  is 
covered  with  well-formed  cork  similar  to  that  of  the  general  bark. 
Each  year  the  callus  advances  and  grows  in  thickness,  imtil  at  length 
the  whole  of  the  bare  wood  is  covered,  the  new  tissue  meeting  at  or 
near  the  centre  of  the  denuded  area ;  after  "  ringing,"  as  is  gene- 
rally known,  the  growth  of  callus  on  the  distal  aspect  is  more 
exuberant  than  on  the  proximal,  or  the  side  towards  the  root.  The 
parts  which  first  come  into  contact  are  the  advancing  edges,  and 

Fig.  25. 


irr 


Fraxinus  pendula.  Longitudinal  sections,  showing  the  anion  of  the 
callus  advancing  over  the  denuded  wood  after  '*  ringing." 

1.  The  two  processes  of  callus  nearly  in  apposition,  the  larger  from 
the  distal  side  of  the  branch. 

(A)  Cortex  of  the  callus  covered  with  cork. 

(j9)  Wood  of  the  callus  continuous  with  that  formed  during  the 

name  period  tirouiid  the  branch. 
(C)  Divided  edge  of  the  original  bark  from  beneath  which  the 

callus  has  developed  from  the  cambium. 

2.  A  later  stage.  The  cortex  of  the  two  processes  has  become  con- 
tinuous after  rupture  of  the  investing  cork ;  the  wood  of  the  callus  is 
as  yet  discontinuous. 

3  The  completed  stag^,  showing  the  continuity  of  the  new  wood. 
(Natural  size.) 

over  these  the  cork,  though  fully  developed,  is  not  accumtdated  as 
upon  the  older  portions  of  the  callus  on  which  a  yearly  increment 
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has  occurred.  Now  the  interesting  point  is  that  after  this  contact 
the  cortical  ground-tissue  of  the  callus  becomes  continuous.  This 
result  is  brought  about  as  described  in  Echinocactus.  Cork  tissue 
ceases  to  be  produced  at  the  site  of  contact,  and  as  growth  proceeds 
the  double  zone  of  cork  is  here  broken  through  by  the  subjacent 
parenchyma  (Fig.  25). 

A  microscopic  section  made  at  this  stage  will  show  a  portion  of  the 
cork  lying  between  the  deepest  aspect  of  the  callus  and  what  was 
once  the  exposed  surface  of  the  wood ;  but  the  cork  here  is  no 
longer  continuous  with  that  investing  the  superficial  part  of  the 
callus ;  the  continuity  is  destroyed  by  an  isthmus  of  cortical  paren- 
chyma (Plate  XrV,  fig.  c). 

After  this  fusion  of  the  ground  tissue  the  wood  and  phloem  are 
formed  in  continuity,  and  from  the  surface  of  the  wood  once  exposed 
may  then  be  raised  a  continuous  cap  of  tissue  passing  peripherally 
into  the  deeper  part  of  the  general  cortex  and  the  more  superficial 
layers  of  the  general  wood.  The  continuity  of  the  cambium  in  the 
coalesced  callus  is  brought  about  by  the  formation  of  secondary 
meristem  in  the  intervening  part  of  the  cortical  ground-tissue. 

After  portions  of  the  bark  have  been  removed  from  the  trunk  of 
an  exogenous  tree,  the  covering  of  the  bare  dead  wood  is  occasionally 
expedited  by  a  growth  of  callus  from  the  medullary  rays,  even  if  the 
dead  surface  is  of  considerable  extent,  as  I  have  observed  in  the  Elm 
and  Plane.  From  the  situations  of  the  medullary  rays  there  arise 
by  narrow  bases  of  attachment  hemispherical  or  oval  outgrowths 
arranged  in  longitudinal  and  parallel  lines.  These,  as  microscopic 
sections  show,  result  from  proliferation  of  the  cells  of  the  medullary 
rays ;  and  though  at  first  only  parenchymatous  there  is  differentiated 
later,  as  in  the  callus  formed  after  "  ringing,"  &c.,  most  deeply  a 
woody  parenchyma,  and  upon  this  prosenchyma  and  vessels,  to  which 
succeed  a  cambium  and  cortical  system  covered  with  cork  tissue. 
Such  outgrowths  of  cork-covered  callus  as  they  extend  in  area  come 
to  coalesce  with  one  another,  and  with  that  which  arises  from  the 
cambium  beneath  the  edge  of  the  dead  bark,  the  coalescence  being 
by  the  method  of  secondary  adhesion  which  I  have  described. 

In  the  operation  of  "  budding  "  this  production  of  callus  from  the 
medullary  rays  of  the  stock  is  of  regular  occurrence,  the  callus  so 
formed  uniting  with  that  from  the  under  side  of  the  "  bud." 

Union  by  secondary  adhesion  plays  an  important  part  in  grafting. 

In  the  commonly  adopted  method,  where  the  stock  and  scion  are 
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cut  obliquely  and  bound  together  under  a  composition  to  restrain 
drying,  my  own  observations  made  on  specimens  at  different  stages 
show  that  cork-covered  callus  is  produced  from  the  cambium 
beneath  the  bark,  and  none  from  the  divided  wood  itself,  between 
which  there  is  often  a  narrow  interval  into  which  the  callus  in- 
sinuates itself  and  which  it  fills. 

The  callus  of  stock  and  scion  unite  as  I  have  described  after 
ringing,  the  wood  subsequently  formed  coming  to  be  continuous  as 
in  the  latter  case.  The  thin  layer  of  parenchymatous  callus  between 
the  original  wood  does  not  undergo  subsequent  differentiation,  so 
that  no  woody  union  takes  place  between  the  surfaces  of  stock  and 
scion  originally  divided. 

The  process  of  secondary  adhesion,  accompanied  with  disruption, 
depends  essentially  upon  the  fact  that  the  cork  which  heals  the 
exposed  surfaces  has  formed  beneath  a  crust  of  withered  cells, 
and  no  union  can  take  place  between  two  dead  surfaces ;  or  that 
from  lapse  of  time  the  more  superficial  cells  of  the  cork  investing 
the  callus  have  died  and  become  filled  with  air. 

Brief  comparison  between  the  repair  in  plants  and  in  animal 

tissues. 

The  methods  of  repair  of  incisions  are  comparable  to  those  named 
primary  and  secondary  adhesion  in  man  and  the  higher  animals. 
The  analogy  with  that  of  secondary  adhesion  is  not,  however,  an 
exact  one,  for  this  reason,  that  the  two  surfaces  concerned  in  animal 
repair  do  not  strictly  heal  before  they  are  brought  in  apposition,  but 
remain  "granulating,"  whereas  the  exposure  of  the  suri^ces  in 
2>lants  is  accompanied  with  a  repair  by  cork  before  the  subsequent 
fusion  takes  place.  There  is,  in  fact,  nothing  in  the  repair  of 
animal  textures  exactly  resembling  this  process  in  plants. 

In  the  case  of  plant  repair,  the  new  tissue  is  derived  solely  from 
that  bordering  the  wound. 

In  animal  tissues  the  repair  is  complicated  by  the  part  played  by 
the  blood-vessels,  for  every  injury  is  attended  with  what  is  histo- 
logically an  initial  inflammation,  and  this  involves  the  migration  of 
leucocytes  from  the  vessels  into  the  faces  of  the  incision. 

In  plants  the  proof  is  direct  that  the  whole  of  the  repair  is 
effected  by  the  original  cells  of  the  part  injiured ;  there  is  obviously 
nothing  resembling  a  migration  of  cells  from  any  circulatory  system. 
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Observation  has  shown  that  in  animal  textures  the  repair  of  nerve 
and  muscle  is  accomplished  by  the  elements  of  the  original 
structures.  The  connective  tissue  offers  the  most  difficult  field  for 
this  determination ;  until  recently  no  direct  observations  were  forth- 
coming to  show  whether  the  connective-tissue  corpuscles  by  their 
subdivision  produce  the  proper  reparative  tissue,  viz.  that  from 
which  the  fibres  of  the  scar  are  developed,  or  whether  the  migrated 
leucocytes  take  part  in  its  production.  The  evidence  at  present  tends 
to  show  that  the  leucocytes  take  no  permanent  part  in  repair,  t.  6. 
that  the  scar-tissue  properly  so  called  is  produced  from  the  connec- 
tive-tissue corpuscles, — a  conclusion  I  surmised  would  prove  true 
some  years  ago  from  investigations  into  the  repair  of  vegetable 
tissues.  In  this  result  the  reparative  process  in  animals  corresponds 
with  that  in  plants,  viz.  that  it  proceeds  not  from  any  extraneous 
elements,  but  from  the  cells  proper  to  the  damaged  tissue  itseK. 

May  UK  1896. 
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DESCEIPTION  OP  PLATE  XV. 

Illustrating  Dr.  Eyre's  paper  on  "The  Xerosis  Bacillus." 
(Page  334.) 

Fig.  a. — Cover-slip  preparation  from  colt  are  of  xeroeis  bacillus  upon  blood - 
serum  (24  hoars). 

Fig.  B. — Corer-slip  preparation  from  cnltore  of  xerosis  bacillus  upon  gljcerine 
agar-agar  (24  hours).  Clubbing  and  segpnentation  of  the  individual  bacilli  are 
represented. 

Fio.  C. — Cover-slip  preparation  from  culture  of  xerosis  bacillui  upon  gelatine 
(10  per  cent.)  (48  hours). 

All  the  above  figures  show  the  characteristic  **  dumps."  The  stain  employed 
was  aniline  gentian-violet. 
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Mabsh  (Howabd),  remarks  in  discussion  on  non*suppurative  ankylosis  of 

joints        .......     203 

XASTITIS,  chronic,  with  fatty  concretions  in  breast  (W.  Watkins-ntch- 

ford)         .  .  .  .  .  .  .249 

XICBO-OBOAVISXS.    See  BacilU,  Streptococcus  pyogenes  bovis,  Strepto- 
thrix Madurae,  Fyogenio  organisms,  Mwmatozoon. 

XISCELLAVEOUS  COKXTJinCATIOHS  ,  ,  .312 
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MooBB  (NoBXAv),  an  nndescribed  form  of  hsematoxoon  .    884 

MOBBID  GSOWTHS  .246 

MoBGAir  (J.  H.),  carcinoma  (?)  of  spermatic  cord        .  .150 

„  Report  of  Morbid  (jhK>wths  Committee  on  the  above  (W.  G.  Spenoer 
and  J.  H.  Targett)  .  .  .  .  .  .152 

MOBIBOV  (Rttthbbfobd)  (per  J.  H«  Tabgett),  dnct-cancer  of  the  breaat  .    288 

MoBTOir  (CH1BLB8  A.),  remarks  in  discosdon  on  non-snppnratiTe  anky- 
losis of  joints  .  .  .  .  .  .    213 

ICUCOUS  CASTS  of  colon  (P.  H.  Pye-Smith)  .52 

MUSCLES,  abdominal,  congenital  deficiency  of  (L.  Guthrie)  .    139 

VBCSOSIS,  saponifying,  in  lipoma  of  breast  (J.  H.  Targett)  .    248 

„ of  thigh  (S.  G.  Shattock)  .  .  .248 

HEPHBinS.    See  ZiuiMy. 

VBBVOUS  STSTEM,  diseases,  &c.,  of  .1 

OBUTEEATIOH  of  coronary  artery  (F.  Parkes  Weber)  18 

OCCLUSION  of  oesophagus  (Bilton  Pollard)   .  .88 

(ESOPHAGUS,  diUtation  of  (H.D.Bolleston)  .87 

„  diphtheria  of  (E.  W.  Goodall)  .                .  .  .89 

„  epithelioma  of  (J.  H.  Targett)                 .  .  .  .41 

„  —  (A.  P.  Voelcker)   .                .  .  .  .48 

„  —  in  pouch  of  (G.  N.  Pitt)       .                .  .  .44 

„  occlusion  of  <Bilton  Pollard)     .                .  .  ,      ZQ 

„  sarcoma  of  (Cyril  Ogl^)             .               .  .  .  .40 
„  Report  of  Morbid  Growths  Committee  on  above  (W.  G.  Spencer  and 

J.  H.  Targett)          .               .                .  .  .41 

OaLB  (Cyril),  accessory  thyroid  body  ....    224 

„  aneurysm  or  gumma  off  heart    .  .  .28 

„  atresia  of  pulmonary  artery       .  .  .  .  .28 

„  cardiac  aneurysm       .  .  .  .22 

„  embolism  of  coronary  artery      .  .  .  .29 

„  hsBmorrhage  near  pancreas  with  fat  necrosis  .98 

»  polypoid  growth  of  the  trachea  .  .  .  .6 

„  iteport  of  Morbid  Growths  Committee  on  the  above  (A.  A.  Bowlby  and 
R.  G.  Hebb)  .  .  .  .  .  .7 

„  sarcoma  of  oesophagus  .  .  .  .40 

„  Report  of  Morbid  Growths  Committee  on  the  above  (W.  G.  Spencer 
and  J.  H.  Targett)  .  .  .  .  .  .41 

OLD  nrJITBT  of  humerus  from  Egyptian  muinmy  (J.  H.  Targett)  .    174 

ORCHITIS,  diffuse  syphilitic  (H.  B.  Robinson)  .  .146 

Obd  (W.  W.).    See  PloiorigJU  (C.  B.)  (spontaneous  fracture  of  calculi)    .    182 

ORGANS,  genito-nrinary,  diseases,  &c.,  of  .  .118 

,,  of  circulation              .  .                .                .  .14 

„  of  digestion                .                .  .                                .  .84 

„  of  locomotion,  diseases,  &c.,  of .  .               .  «    174 

„  of  respiration .            .               «  .               .  .5 

OSTEITIS  DEPORMANS  (F.  J.  Fielder)  .190 

OSTEO-ARTHROPATHT,    hypertrophic    pulmonary,    pathology   of   (W. 

Thorbum  and  F.  H.  Westmacott)  .  .  .  .177 
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PAH CREA8,  bsemorrhage  near,  with  fat  necrosis  (Cyril  Ogle)     .  .      98 

„  oxalate  calculi  from  cyst  of  (S.  G.  Shattock)  .  .    101 
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PEBFOBATIOH  of  ileum  from  tuberculous  ulceration  (Hugh  Walsham)  .  47 

PEBIHSPATinS  and  thrombosis  of  inferior  vena  cava  (F.  Willcocks)  67 

Pbtbbs  (E.  A.)f  diphtheria  and  pseudo-diphtheria  bacilli             .  .  345 

Pitt  (Q.  Nbwtok),  atrophy  of  kidney  from  stricture  of  ureter  .  .    113 
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PHEUMOHOMTCOSIS  (C.  J.  Arkle  and  F.  Hinds)  .8 
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„  by  sulphonal,  excess  of  hsematoporphyrin  in  the  urine  from  (A.  E. 
Garrod  and  F.  G.  Hopkins)     .  .  .  .316 

PoLLABD  (BiLTOv),  congenital  occlusion  of  the  oesophagus  .  .      36 

„  diverticulum  ilei  of  unusual  length  and  position      .  .  .47 

POLYPUS,  multiple,  of  stomach  and  intestines  (W.  Collier)        .  .      46 

„  of  the  trachea  (Cyril  Ogle)        .  .  .  .6 

PowBB  (D'Abot),  remarks  in  discussion  on  non-supparative  ankylosis  of 

joints        .  .  .  .  .  .  .    211 

„  sarcoma  of  vagina  in  child        .....    169 

„  See  Jones  (R.)  (macrodactyly)  .  .252 

PROSTATE,  carcinoma  of  (R.  G.  Hebb)  .154 

„  glandular  enlargement  of ;  castration  for  (N.  Davies-CoUey)  .    152 

PSAMMOMA  of  the  dura  mater  (J.  H.  Targett)  .3 

Ptb-Shith  (P.  H.),  muooQS  casts  and  carcinoma  of  colon  .  .      52 

„  syphilitic  disease  of  ascending  aorta  and  valves       .  .  .26 

PTOGEVIC  MICRO-OBGAHISMS  causing  extensive  hssmorrhages  (Ray- 
mond Johnson)        ......    382 

RADICAL  CURE  OF  HERNIA,  results  of  (J.  Berry)  56 

„  —  (H.  T.  Butlin)      .  .  .  .  .  .54 

„  —  (C.  H.  Golding-Bird)  .  .  .  .  .56 

RESPIRATIOir,  organs  of,  diseases,  &c.  of    .  .  .5 

RoBiNBOir  (H.  B.),  cystic  disease  of  both  breasts  with  carcinoma  in  right 

breast       .  .  .  ......  285 

„  diffuse  syphilitic  orchitis  .....  146 

„  lymphangioma  cavernosum  of  parotid  region  .  .  .  255 

RODENT  ULCER  or  adenoma  of  sebaceous  glands  (H.  D.  Rolleston)         .    242 

RoLLBBTOir  (H.  D.),  adenoma  (?)  of  sebaceoas  glands  .  .  242 

„  carcinoma  of  the  mamma  associated  with  a  large  cyst  .  .  284 

„  crateriform  ulcer  of  face           .                .                .  .  .  240 

,•  loose  body  in  depression  on  convex  surface  of  liver  .  .  68 
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„  secondary  sarcomatous  growth  in  the  mamma         •'  .  .  272 
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„  simaltaneous  •qaamoot-celled  carcinomata  •  .  .    241 

BvKDLB  (H.)  (per  J.  H.  Tabgbtt),  epithelioma  of  ureter  canting  hjdro- 
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„  of  bronchus  (H.  W.  Mackenzie)  .  .  .  .6 

8AP0VI7TIH6  VECS0SI8  in  lipoma  of  breast  (J.  H.  Targett)  .    248 

,,  —  ofthigh  (S.  a.  Shattock)    .  .  .  .  .246 

SABCOMA,  round-celled,  its  non-existence  as  a  distinct  class  of  new  growths 

(Herbert  Snow)       ••...•    259 
„  of  the  bladder  (J.  H.  Taigett)  •  .  •  •291 
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,,  metastatic  or  secondHry,  of  breast  (H.  D.  BoUeston)  .  .    272 

„  chondrifying,  of  the  humerus  following  upon  a  fracture  (S.  Q.  Shattock)    261 
„  of  hilnm  of  kidney,  bilateral  (T.  Fisher)  .  .  .115 

„  of  kidney  (P.  P.  Weber)  .  .  .  .  .117 

,,  —  (J.  D.  Malcolm)    •  .  •  .  .  .119 

„  of  the  oesophagus  (Cyril  Ogle)  •  .  .40 

„  Report  of  Morbid  Growths  Committee  on  above  (W.  O.  Spencer  and 

J.  H.  Targett)         .  .  •  .  .41 

„  of  vagina  in  child  (D'Arcy  Power)  ....    169 

SCALP,  osteomata  of  (Sydney  Jones)  ....  255 

SCBOnm,  case  of  lymph-scrotum  (Johnson  Smith)    .  .  .  145 

SEBACEOUS  6LAHDS,  adenoma  (F)  of  (H.  D.  BoUeston)  .  242 

SsLiGKAKK  (C.  G.)  (per  S.  G.  Shattook),  the  Streptothrix  Madura         .  879 

SEPABATIOH  OP  EPIPHTSI8  of  great  trochanter  (J.  Hutchinson,  jun.)  174 

Shabp  (H.  C.)  (per  J.  H.  Tabgbtt),  primary  colloid  carcinoma  of  bUdder  168 

Shattook  ^S.  G.),  calculi  of  calcium  oxaUte  from  cyst  of  pancreas            .  101 

„  chondrifying  sarcoma  of  the  humerus  following  upon  a  fracture            .  261 

„  cultural  variation  in  Streptococcus  pyogenes  bovis  .                .                .  875 

„  hcHlingof  incisions  in  vegetable  tissues  ....  887 

„  multiple  exogenous  adenomata  of  thyroid  body      .                .                .  281 

„  saponifying  necrosis  in  lipoma  of  thigh    ....  246 

„  Report  oil  Mr.  Barker's  recurrent  growth  of  accessory  thyroid  body      .  229 

„  See  SeUgmann  (C.  G.)  (streptothrix  Madurso)         .                .                .  879 

„  See  Watkine'Fitchford  (W.)  (fatty  concretions  in  chronic  mastitis)      .  240 

SIHULTAHBDUS  SQUAMOUS-CELLED  CABCDTOMATA  (H.  D.  BoUeston)  241 

SKI5>  diseases,  &c.,  of   .  .  .  240 

Smith  (Johnson),  lymph-scrotum  ....  145 

Snow  (Hbbbkbt),  the  non-existence  of  round*cellcd  sarcoma  as  a  distinct 

class  of  new  growths  .....  259 

Sfbncbb  (  W.  G.)t  Report  on  Dr.  Cyril  Ogle's  sarcoma  of  oesophagus  41 

„  —  on  Mr.  Morgan's  malignant  tumour  of  spermatic  cord  .    152 

SPEBMATIC  COED,  carcinoma  (?)  of  (J.  H.  Morgan)  .  .150 

„  Report  of  Morbid  Growths  Committee  on  above  (W.  G.  Spencer  and 
J.  H.  Targett)  .  .  .  •  •  .152 
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8PLEHECT0MT  for  acute  tnbercnlosis  of  spleen  (C.  H.  Marriott)  96 
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„  of  pulmonary  orifice  of  heart  (Hugh  Walsham)      .  *   .  .25 
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STOMACH,  diUtotion  of  (R.  a.  Hebb)           .  .45 

„  polypus  of  (W.  Collier)             .                .  .  .46 

8TSEPT0C0CCTrS     PT0GSHX8    BOYIS,  cultural  variation  in   (S.    G. 

Shattock).               .               .                .  .  .  .875 

STBEPTOTHBIX  MABUS£  (C.  G.  Seligmann)  .879 

STBICTUBE  of  ureter,  atrophy  of  kidney  from  (G.  N.  Pitt)  .    118 

8ULPH0HAL,  excess  of  hsBmatoporphyrin  in  the  urine  from  taking  (A.  G. 

Garrod  and  F.  G.  Hopkins)     .  .  .  .    816 

8UPBA-BEVAL.    See  Adrenal. 

STMOifDS  (CHABTBB8  J.),  three  cases  of  carcinomatous  cyst  of  the  breast .    278 

STFHUIS  of  ascending  aorta  (P.  H.  Pye-Smith)  .  .26 

,,  of  the  brain  (C.  F.  Beadles)       .  .  .  .  .        1 
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M  malignant  ulceration  (epitheliomatous)  of  the  oesophagus      .  41 
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„  sarcomata  of  the  bUklder  and  their  classification      .                .  291 

„  Report  on  Dr.  Cyril  Ogle's  sarcoma  of  oesophagus  41 

,,  —  on  Mr.  Morgan's  miUiffUHnt  tumour  of  the  spermatic  cord  .     152 
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„  —  Marriott  (C.  H.)  (acute  tuberculosis  of  spleen)                 .  .      96 

,•— jP»«A«r  (T.)  (thrombosis  of  renal  veins  in  nephritis)  .113 

„ (bilateral  sarcoma  of  kidney)  ....     115 

n  —  Bundle  (H.)  (epithelioma  of  ureter)    .                                .  .128 
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„  diffuse  syphilitic  orchitis  (H.  B.  Robinson)  .  .  .     146 

THIGH,  saponifying  necrosis  in  lipoma  of  (S.  G.  Shattock)  .    246 

Thobbubv  (W.)  and   Wbstmaoott  (F.  H.),  pathology  of  hypertrophic 
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„  of  inferior  vena  cava  with  perihepHtitis  (F.  Willcocks)  67 
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THTBOID  BODT,  accessory  (Cyril  Ogle)        •  .224 

*t  —  cystic  (W.  Edmunds)  .....    228 
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TONSIL,  epithelioma  of  (Lennox  Browne)    .  .  .84 

TBAC&EA  invaded  by  epithelioma  oif  oesophagus  (A.  F.  Voelcker)  43 

»»  polypw  of  (Cyril  Ogle)  .  .  .  .  .6 

M  Report  of  Morbid  &owths  Committee  on  above  (A.  A.  Bowlby  and  R, 
G.  Hebb) .  .  .  •  .  .  .  .7 

TBOCHANTEB.    See  Cheat  trochanter, 

TUBEKCIJLOSIS  [and  Ttbbbolb],  acute,  of  spleen;  splenectomy  (C.  H. 

Marriott)  .  .  .  .  .  .96 

„  caseous  mass  attached  to  cscum  (Hugh  Walsham)  •  .  .48 

„  of  liver  with  lardaceous  disease  (Hugh  Walsham)  .  .65 

„  ulceration  of  ileum  with  perforation  (Hugh  Walsiiam)  .  .      47 

Ttsov  (W.  J.),  vermiform  appendix  containing  a  concretion      .  .      51 

ULCEEATION  of  colon  in  enteric  fever  (A.  F.  Voelcker)  54 

„  crateriform,  of  face  (H.  D.  Rolleston)     .  .  .  .    240 

,,  malignant,  of  the  oasophagus  (J.  H.  Target^^)  .  .  .41 

„  tuberculous,  of  ileum  with  perforation  (Hugh  Walsham)  .      47 

ULCEBATIVE  APPENDICITIS,  three  cases  of  (W.  Hunter)  49 

UBETSB,  epithelioma  of  (H.  Rundle)  •  •  i  .128 

„  stricture  of,  causing  atrophy  of  kidney  (G.  N.  Pitt)  .  .113 

UBIC  ACID  CALCXni,  spontaneous  fracture  of  (C.  B.  Plowright)  .    182 

URINE,  excess  of  hsematoporphyrin  in,  from  taking  sulphonal  (A.  E, 

Garrod  and  F.  G.  Hopkins)     .....    316 
UTERUS   UNICORNIS  with  misphiced  kidney  (A.  F.  Voelcker)  .    173 

VAGINA,  sarcoma  of,  in  a  child  (D'Arcy  Power)         •  .  .    169 

VARIATION  in  culture  of  iS^rep^ococciM  j>5fO!^e»««  5ofHf>  (8.  G.  Shattock)  .    875 
VEGETABLE  TISSUES,  healing  of  incisions  in  (S.  G.  Shattock)  .    387 

VEINS,  renal,  thrombosis  of,  in  nephritis  (T.  Fisher)  .  .  .113 

VENA  CAVA,  inferior,  thrombosis  of  (F.  Willcocks)    .  .  .67 

„  —  thrombosis  of,  in  nephritis  (T.  Fisher)  .  .  .113 

VERMIPORM  APPENDIX.    See  Appendix  cseei. 
VESICAL  GROWTHS.    See  Bladder. 

VOBLCKBB  (A.  F.),  epithelioma  of  oesophagus  invading  trachea  ,  .      43 

„  rupture  of  inner  coat  of  abdominal  aoHa  .  ,  .33 

„  ulceration  of  colon  in  enteric  fever  .  .  .  .54 

„  uterus  unicornis  with  misplaced  kidney  ....    173 
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WiJiBHAH  (Hitgh),  caseous  mass  attached  to  csecum   . 
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